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INTRODUCTION
Today, Public Health England published its report on the health of the UK population1.
For the NHS, this is not a ‘business as usual’ report. The data and evidence collated by Public Health
England are intended to shape the emerging NHS long-term plan.
We have a growing population and an ageing population. The number of people aged 85 years or
more has tripled since the 1970s. Health needs are changing. People are living with (and dying of)
chronic non-communicable diseases. There are sharp increases in the numbers of people with
dementia, Alzheimer’s disease, and diabetes. People are living with chronic back and neck pain, with
long-term skin conditions, and with ongoing sensory loss.
As population health needs change, the NHS must change too. There remains of course a need for
high quality acute NHS care for those suffering from a short-term condition that can be ‘fixed’. There
also has to be a refocus of effort: towards a health service that supports people in living good lives
with health conditions that do not go away.
Another strand of change has to be towards prevention: universal prevention directed at the
population as a whole, and targeted prevention to keep more vulnerable groups of people as well as
they can be.
Both approaches – the increased emphasis on care for people with long-term conditions and the
focus on prevention – contribute to keeping people out of hospital settings unless they really need
to be there.
This changing focus for NHS care is both right and necessary.
In Defend Our NHS, we have grave concerns about the £140 million a year local cost savings to be
pushed through via the Sustainability and Transformation Plan, and about national funding
arrangements for the NHS and social care. We believe there is a greater need for honesty in
discussion of the drivers for Future Fit and other NHS changes in our area. Future Fit is without
question a cuts project, intended to cut costs for acute trust SaTH and for the Local Health Economy
as a whole. Opposition to NHS cuts is a part of our rationale for opposing Future Fit.
We have other concerns though. The Future Fit proposals are entirely about secondary care. There is
nothing of substance here about community NHS services or about prevention. The consultation is
restricted solely to a choice between two ‘mirror image’ options for services at the Royal
Shrewsbury Hospital and Princess Royal Hospital. There is not even the pretence of a whole system
approach. It is an outdated model, and it takes our local NHS in entirely the wrong direction.
In this consultation response, we propose an alternative model – one that is much more closely
aligned with local population need, and with the emerging priorities of a rapidly changing NHS. Our
focus is on a whole system approach, integration, collaboration and networking, and meeting the
needs of an ageing population in a largely rural catchment area.

1
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STORIES FROM SATH
Maternity
Dozens more cases of poor care have been uncovered at a hospital’s maternity
service, which is already under investigation for failing 23 families, HSJ has learned.
At least 60 separate cases including baby deaths, brain injuries, and at least four
deaths of mothers, have now been identified at the Shrewsbury and Telford
Hospitals Trust.
The scale of the incidents has led to claims the trust’s problems could exceed the
failings found at the University Hospitals of Morecambe Bay Foundation Trust2
Patient care
Multiple occasions where patients had to ask inspectors for help due to a lack of
staff. In one instance, a patient with diabetes was forced to ask inspectors for help
after they were left without food or fluids for 15 hours despite multiple requests
Staffing deficits were having a negative impact on patient care and patient safety;
there was at least one occasion where the trust’s high dependency area had no
staff at all for 15 minutes
Inspectors attempted to get a resuscitation trolley through areas but there was
“inadequate” space for the equipment and no room for staff to access the patient
or their bed
Patients were detained under section 2 of the Mental Health Act with no process
to appeal their detention, while some detained patients were deprived of their
liberty without appropriate safeguards3
Boarding: Patients managed in inappropriate areas and treated like ‘cattle’
The letter [from the CQC to the trust] said: “Staff across all areas and grades raised
concerns with us about this practice and told us they felt it was unsafe, demeaning,
undignified, and disgusting. Two staff members told us they felt patients who were
boarded were treated like ‘animals’ and ‘cattle’.”4
A culture of not learning and not changing
I was a service user on the Quality and Safety Cttee @sathNHS till I was removed
last year for asking difficult questions. Kept challenging why action was not being
taken to improve safety and quality of care. Was told I was not there to challenge!
#saysitall5
These cannot be problems that have suddenly appeared out of thin air. This is the state of care that
has become accepted practice, at SaTH, when our hospitals are busy. There are two possibilities
2

Lintern, S. 31st August 2018. Exclusive: Dozens more maternity failings exposed at scandal hit trust. HSJ
Thomas, R. 30th August 2018.
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here. One is that the Senior Management Team knew of these devastating failures of care and failed
to take action to resolve them. The other is that the Senior Management Team was so out of touch,
and so mesmerised by balancing the books or day dreaming about Future Fit, that they simply did
not notice. That is almost more frightening.
There is an important point, one worth emphasising. Nothing here should in any way be seen as a
criticism of SaTH’s staff: of clinicians, support workers of all kinds, and the overwhelming majority
of managers. These are systemic failures. These arise from action or inaction at the very top of the
organisation, from the most senior members of the Senior Management Team.
We will not know the full results of the CQC report for some months. We know at this stage that the
CQC has issued an urgent enforcement notice, reflecting their serious concerns for patient safety.
The more detailed information is in the public domain because someone – very bravely - leaked a
letter from the CQC to SaTH, and because the HSJ chose to cover it. It is to the absolute credit of HSJ
that they chose to run two excoriating reports on the state of patient care at our local hospitals.
It is starkly evident that patients are currently being put at risk by a shortage of beds and a
shortage of staff. Future Fit is about cutting costs; reducing staff numbers by 15%, including 20% of
nurses; and reducing the bed base by 110 beds. This is simply absurd.
Future Fit is also about loaning £300 million or more to an organisation in financial freefall, a trust
that is adrift of its ‘control total’ by month 4 of the financial year. Future Fit will saddle SaTH with
an annual repayment of around £11 million – money that will therefore be stripped out of patient
care. And Future Fit is about loaning SaTH twice the value of its existing capital in order to close an
A&E, and cut services, staff and beds. In what kind of perverse world can this possibly make
sense?
It is time to STOP and RETHINK. The wellbeing – and in some cases the lives - of people in
Shropshire, Telford and Wrekin, and Powys depend on calling a halt to these proposals.
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‘AFFORDABILITY’: The sums no longer add up
The consultation documents give no financial information at all. Version 1 of the Future Fit PreConsultation Business Case (PCBC) was written in August 2016. The current document is Version 31,
finalised on 16th November 2017. In Section 12, the PCBC deals with the financial case for Future Fit,
and the affordability of the proposals.
Section 12.2.2 brings together the financial situation of the CCG and SaTH at the time the PCBC was
written, reports the target cost savings to be achieved through the STP6, the assumed savings to be
achieved through implementation of Future Fit7 - and concludes that Future Fit is affordable.
The margins are small. The STP is intended to deliver a surplus for the local health economy of £8.7m
by 2020/21. It is acknowledged in the PCBC that there have been changes to Shropshire CCG plans –
but it is suggested that ‘the changes made to the Shropshire CCG plans would not materially impact
on the position presented above’8.
For Future Fit itself, the SaTH surplus to be delivered by 2020/21, on an annual recurrent basis, is
very small indeed. The assumed annual surplus with the current Option 2 is £6.231 million. The
assumed annual surplus with Option 1 is £2.594 million. These are described in the PCBC as
‘relatively small surpluses’9. The assurance is given, ‘The Acute Trust has confirmed that their current
underlying financial assumptions will have no adverse financial impact on the CCGs and will not
require any additional investment above tariff income’10.
Risk is modelled, with an estimate of ‘composite risk’ given as ‘circa £2.8 million’11. The estimates of
risk do not cover a situation where the financial position of the Local Health Economy – and
particularly of SaTH and one or both of the two CCGs – deteriorates sharply.
It is a simple matter to compare the financial summaries given in the November 2017 PCBC with
the end of year financial reports from local organisations for 2017-18. The financial situation for
SaTH and for the CCGs has deteriorated sharply – by a level many times greater than the surplus
intended to be delivered by Future Fit.

SaTH
SaTH effectively fell off the financial cliff edge last year, and continues to plummet downwards. SaTH
had planned to enter 2018/19 with an annual recurrent deficit of £12 million. In the event, the figure
had risen to £20.2 million12. There is an £8 million gap between the planned and actual losses –
which are estimates of recurrent deficit.
The in-year deficit rose from £5.707 million in 2016/17 to £23,881 million in 2017/18 – a worsening
of the trust’s in-year position by £18.174 million. It became increasingly apparent as the year
unfolded that SaTH had no solutions to its financial difficulties.
Those difficulties have continued into this financial year. Operating losses have been reported
month on month, and by month 4 the report was ‘At the end of month 4 of the 2018/19 financial
6
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year the Trust is reporting a year to date pre provider sustainability fund (PSF) deficit of £7.383m,
£0.383m worse than plan’13. This caused the Board considerable concern, and there is real concern
at Board level over SaTH’s ability to hit its control total again.
SaTH’s annual recurrent deficit is £8 million a year higher than the level assumed when the PCBC
was finalised last November. SaTH’s financial position continues to worsen. This alone is enough
to destroy the surplus assumed in Future Fit modelling.
SaTH’s only ‘solution’ to this would be the wholesale closure of loss making services (which we are
of course set to see with the planned overnight closure of the A&E at Princess Royal Hospital). It is
an approach that would reduce agency spend, but cause immeasurable harm to patients. That
harm will almost certainly include avoidable death if this is the approach taken.

Shropshire CCG
In 2017/18 – the period in which the PCBC was finalised – Shropshire CCG had a control total of
£19.4 million in-year deficit. In the event, the in-year deficit increased to £27.05 million. The
cumulative deficit for the CCG rose to £59.67 million, rather than the £52 million that the PCBC
anticipated.14
This is a worsening of Shropshire CCG’s expected financial position by £7.65 million within a few
months of the PCBC being finalised.
In April, the Chair and Accountable Officer of Shropshire CCG assured the public that a target £22
million reduction in spending would lead to improved patient care. This was not and is not
particularly credible. Also in April, the Board deferred agreement of the budget because of ‘the level
of unmitigated risk’ (for the lay person, roughly translating as ‘Where on earth are the cuts going to
come from?’).
The latest financial recovery plan for Shropshire CCG was agreed by the Board in August15. The level
of ‘QIPP’ savings is now running at 4.6% - an increase on the 3.5% assumed by the PCBC. A wellinformed Board member – the Chair of the Audit Committee – described this level of cost savings as
‘extremely challenging’ and ‘at the very edge of what is achievable’. The date for a return to surplus
has slipped to 2021/22, from the 2020/21 date assumed in the PCBC.
The target date for repayment of Shropshire CCG’s cumulative deficit was 2030/31 in the PCBC. The
latest recovery plan extends this to a 15 to 18 year period, seemingly from 2022/23. If the cuts
targets are met, year on year, Shropshire CCG will return to overall financial balance by 2040/41.
Today’s decision makers will have long since gone by the time the full consequences of their actions
become clear.
And those CCG cuts targets, as for SaTH, are very, very ambitious indeed. The CCG is intending to
make savings of £99 million between this year and 2022/23. There is zero possibility that cuts on
this scale can be achieved without harm to patients. That £99 million includes substantial cuts to
SaTH’s income - which will of course impact both on patient care and on SaTH’s already fragile
financial position.
Defend Our NHS representatives discussed Shropshire CCG’s financial position with the Telford
and Wrekin CCG Director of Finance at a recent Future Fit event in Newport. He seemed surprised
13

SaTH. Performance Summary. May 2018
Shropshire CCG. Finance Plan and Budget. May 2018
15
Shropshire CCG. Financial Recovery Plan. August 2018
14

7

by the extent of Shropshire CCG’s financial difficulties, and had obviously been unaware of the full
situation. He was unable to say if these revised figures would affect the overall affordability of
Future Fit proposals. He said that there was ‘cause for concern’ and that this worsened financial
position ‘would have to be modelled through’. That has of course not yet been done.

Telford and Wrekin CCG
Telford and Wrekin CCG has nothing like the level of difficulty of Shropshire. (We note that this is not
about ‘prudent financial management’; the current Chief Officer of Telford and Wrekin CCG was also
Accountable Officer at Shropshire for a time, and was unable to make any dent in the Shropshire
deficit. Local financial patterns reflect the current NHS England allocations formula).
Telford and Wrekin CCG finished the financial year 2017/18 with a reported £1.273 million surplus,
and a cumulative surplus of £7 million16. However, the CCG had considerable difficulty delivering its
target cost savings in 2017/18. The reality is that easy ‘efficiency’ savings in the NHS have long since
gone, and it is becoming increasingly difficult to deliver year on year cost reductions. The May report
notes, ‘Recurrent cashable efficiencies are currently forecast to be below target by £2.68m. The gap
is being met through CCG contingencies and reserves on a non recurrent basis.’
The 207/18 cost saving targets were therefore met through ‘quick fixes’, as recurrent QIPP savings
could not be identified. Yet the Future Fit PCBC assumes recurrent savings in the region of £7 million
a year. The CCG has not yet resolved this problem. The July Financial Position paper reported that
QIPPs in relation to emergency admissions were not delivering, and that other QIPP schemes were
‘high risk’17. Priorities since have been on delivering contingency QIPP schemes and a
Decommissioning and Disinvestment Policy.

Overall Financial Position
The Future Fit PCBC summarises the overall financial health of the Local Health Economy at the start
of 2017/1818. At the time, the two CCGs had a combined recurrent deficit of £13.6 million. This has
close to doubled, while SaTH’s recurrent deficit has increased by over 22% (from £16.5 million to
£20.2 million). This is within a year.
The financial modelling outlined in the PCBC is woefully out of date. The positions of both SaTH and
Shropshire CCG have deteriorated almost beyond recognition, while Telford and Wrekin CCG is
struggling to make the cuts required to meet Future Fit and STP targets.
The deterioration in the financial situation of SaTH and Shropshire CCG far, far outweighs the Future
Fit ‘composite risk’ estimates of around £2.8 million in the PCBC19.
The only possible conclusion is that the financial modelling in the Future Fit PCBC is wildly
inaccurate. It bears very little relationship to what is actually happening within our local NHS. The
capital for new hospital buildings will be in place, from the much-publicised £312 million
(complete with annual repayment costs of perhaps £11 million20). The revenue available for staff,
beds and services will – on current showing – be very much less than existing Future Fit modelling
has allowed for. The money does not exist within the local health system. The money available for
16
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patient care will of course be affected not just by SaTH’s own deficit, but by QIPP savings pushed
through by the CCGs as commissioners – cuts that will affect hospital services and community NHS
care. The cuts required by Future Fit will be much, much greater than anticipated.
The current Future Fit proposals are cuts plans – but still unaffordable in the context of current
financial crisis in the local health economy. The cuts will need to be very much deeper to meet
NHS England and NHSI control totals. The public is therefore being consulted on the basis of wrong
financial and clinical information – on plans that cannot possibly be delivered.
This leaves a choice. One approach is to conclude, ‘The existing modelling is rubbish, but Future Fit
makes big cuts, cuts are good, let’s carry on and worry about the detail later’.
The other approach is to introduce honesty to the situation. With or without adequate NHS funding,
there are better clinical models than Future Fit. We propose one towards the end of this document.
But given the real and escalating financial crisis, it is hard to justify Future Fit’s dominant theme of
hurling money at new hospital buildings – whilst clinical services are cut back. It is even harder to
justify Future Fit when those acute sector service cuts are accompanied by cuts to community NHS
services, cuts to Continuing Health Care packages for the most vulnerable people in our society, and
by the continued neglect of services for people with mental health problems or learning disabilities.
This is the wrong model anyway. In addition, the repeated claims that ‘this is not about money’ and
that Future Fit is about ‘improving hospital services’ are genuinely dishonest. The reality is that our
local NHS faces the deepest cuts in its history.
In Defend Our NHS, we believe that the NHS is under-funded. This is true at UK and England-wide
level. It is doubly true locally. A quick review of ‘place-based’ funding allocations shows that Telford
and Wrekin receives below average funding, despite above average levels of social deprivation.
Shropshire’s per capita funding is slightly above average – but far, far below the level that would be
needed to meet the needs of Shropshire’s older population (and with no financial recognition at all
of Shropshire’s rurality). The NHS England funding formula does not work for us.
For the record, we believe that the life and health of any one of us living in Shropshire or Telford
and Wrekin is of equal value to the life and health of someone living in Kensington and Chelsea.

Are there other financial concerns?
The detail of these wider issues is beyond the scope of this paper. We welcome the work of David
Sandbach in seeking to draw the attention of local health leaders to factors that will, without
question, affect the financial modelling of Future Fit proposals, and of course the future of SaTH.
Powys Teaching Health Board is currently developing three new rural health centres. These have
objectives around offering joined up care and offering secondary care closer to home, to save people
having to travel to hospital. It is hard to see how this will not reduce the income generated by SaTH
from the provision of elective care to Powys people. How much? What is the impact? Have SaTH
and/or our CCGS modelled this, and its potential impact on Future Fit?
And if not, then for goodness sake, why not?
There is a wider difficulty for SaTH – particularly relevant given recent publicity around the CQC
inspection, and prior to the findings of a maternity review that may reach some quite damning
conclusions. Patients choose which hospital to attend, just as NHS staff choose where to work. For
some of us, our location or financial circumstances or health needs will be decisive; others of us will
9

have more flexibility. However, it is dangerous to assume that Shropshire, Telford and Wrekin
patients will automatically use SaTH hospitals. This is not fanciful. The West Midlands Clinical Senate
made the same points.
Planned care can be accessed out of county. Hereford, Wrexham and Kidderminster would be viable
alternatives to travelling to Telford for planned care. Wolverhampton, with a reputation for being
‘predatory’, is closer than Shrewsbury for many Telford and Wrekin residents, should the Planned
Care decision go the other way.
And what of urgent and emergency care? If an A&E is downgraded to an Urgent Care Centre,
patients who are self-conveyed or conveyed by relatives may well go to a ‘proper’ A&E instead,
irrespective of county boundaries. They are then more likely to be offered or to choose follow up
care in that same hospital, be it in or out of county.
As SaTH moves to close the A&E at Telford overnight, it is doing more than just losing an
inconvenient and expensive service, staffed largely by costly agency nurses. SaTH is in the process of
losing patient loyalty too. MLU closure. Significant safety and care problems. Media coverage of the
CQC’s findings and of the Ockenden Maternity Review. All of these things leave patients a little less
likely to see Shrewsbury or Telford as ‘their’ hospital.
‘Keep it in county’ and ‘Keep the Shropshire pound in Shropshire’ are slogans favoured by SaTH
leaders. They are a simple irrelevance for the wider public. Modelling the financial consequences of
behavioural change is of course difficult – but is naïve to conclude that future financial losses can
simply be ignored.
These wider issues reinforce that it is unlikely that the Future Fit plans can be delivered in their
current form. The financial planning behind Future Fit is no longer valid. If there is reasonable
evidence that the risks to affordability are greater than the PCBC sensitivity analysis suggests, this
project should be halted pending remodelling.
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A FOCUS ON COMMUNITY ALTERNATIVES
In Shropshire, Telford and Wrekin Defend Our NHS, we support a transfer of activity from acute
hospital to community settings. This is part of that changing focus towards an NHS that cares better
for people with long-term conditions. We are not in any way opposed to change where it is in the
interests of patients.
We support this transfer if it is driven by clinical need and if it is properly resourced, with the
money and the workforce to deliver high quality services. There is a need for transitional funding
and ‘double running’ of services too. Patient care will fail if the development of community services
is funded through ad hoc cuts to hospital care.
We have argued that Future Fit has been driven by the organisational needs of hospital trust SaTH,
not by the need of the population for integrated health care. As successive generations of local
health leaders have come and gone over the last few years, some of them may have quietly agreed.
The default position, though, ends up as, ‘You could be right, but it’s too late to do anything about
it’.
The King’s Fund, in a 2018 paper21, emphasises that need for major development of primary care
and community health services. The authors make two points:
This means recognising that it is not realistic to release resources from acute
hospitals to invest in services in the community when hospitals are working under
intense pressure. It also means identifying the funding and staffing needed to make
a reality of new models of care and creating time and support for this to happen.
If the King’s Fund has got it right, Future Fit will not work. Future Fit will determine the shape of
our healthcare for the next 20 to 30 years. It is really quite important to put in place services that
will deliver decent care. A major re-working of approach now would be embarrassing, for sure –
but very much less embarrassing than the human consequences of an NHS that fails.

Funding for community and primary care transformation
Shropshire
Long ago in August 2015, the then Accountable Officer of Shropshire CCG wrote to every GP Practice
in Shropshire. The letter was partly about the financial impact of Future Fit on community provision.
In acknowledgement of that, the CCG Board had reached ‘Agreement to support the principle of
transfer of financial resources into community provision - identified as £5.3 million recurrently per
annum.’22 There would of course have been additional resources identified by Telford and Wrekin
CCG. The Shropshire CCG letter emphasised what was being done here:
The important aspect to highlight is that collectively the CCG, having listened to
local clinicians and patients, has identified and recurrently transferred financial
resource into community provision.
This was a recurrent annual investment – probably insufficient, but nevertheless, a significant
allocation of resources to the development of community-based services.
That was then. The picture now is a different and confusing one.
21
22

Kings Fund. Reimagining Community Services. 2018
Morton, C. Letter to GP Practices. 13th August 2015
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By 18th March 2016, Helen Herritty – outgoing Chair of Shropshire CCG – wrote on her final day in
this role to the Chair of Defend Our NHS. She noted:
The CCG’s top priority over the medium term will be to restore the financial position
to a 1% surplus and to repay the CCG’s deficit. The CCG is working with the
turnaround team to refine the medium term financial plan to achieve this over the
period 2016-17 to 2020-21. As a result it is not likely that the CCG will have
additional resource to invest in community services from its resource limit.23
The money had gone.
As we get closer to the implementation of Future Fit, keeping track of local commitments around
community spending has been difficult. The PCBC committed to a reinvestment level of 70% ‘of the
savings made from the acute setting’24. The amount is unspecified. Future Fit is aiming for a net
saving of between £19 million and £23 million per annum25. The promised 70% would therefore
result in an investment in community transformation of £13 million to £16 million per annum. This
would be across Shropshire and Telford and Wrekin together.
In the Shropshire CCG Board meeting of 9th May, Accountable Officer Simon Freeman answered a
question from a member of the public on the amount of money available to invest in developing
new or improved community services. After the question was posed three or four times, he
responded that this would be £4 million in total over a four year period – so an average of £1 million
a year. For an estimated Shropshire population of 314,400, this works out at less than a penny a
day.
This reply was not minuted, and the minutes – rather confusingly – recorded community investment
of 18% of the 4 to 5000 avoidable hospital admissions. Challenged in July, this was amended to 80%.
David Evans, Chief Officer of Telford and Wrekin CCG, is fond of saying that the average cost of an
acute hospital stay is £2000. Assuming this figure to be broadly correct, then 80% of the savings
accrued by a reduction in hospital admission of 4000 - the lowest end of the range given by Simon
Freeman – would amount to £6.4 million per annum for community transformation. This is of
course sharply at odds with the ‘£1 million a year for a maximum of four years’ outlined by Simon
two months before – unless Telford and Wrekin CCG’s contribution is to be £5.4 million per annum.
Over the summer, the financial picture became bleaker. In August 2018, the Board of Shropshire
CCG agreed a paper on ‘Care Closer to Home’ (the new name for the Out of Hospital workstream).
The paper commented, ‘How will this be paid for? SCCG has no additional money to pay for this way
of working’.26 The conclusion reading this might therefore be that community transformation was to
be achieved on a completely cost neutral basis.
The reality is probably a good deal worse. The same Board meeting dealt with a five year financial
recovery plan27. This showed plans for £5 million savings from the community hospital review, £3.5
million savings from a review of the community contract, and £4 million savings from the Better Care
Fund (the integrated health and care workstream). For Shropshire, then, a best guess is that
investment in community transformation has been replaced by substantial spending cuts.

23
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Is it possible for a member of the public to have an accurate idea of what on earth is happening
here? No. Is there any reasonable prospect of community NHS services getting the investment
needed to deliver high quality alternatives to acute hospital care? It seems increasingly unlikely.

Telford and Wrekin
And what of Telford and Wrekin CCG investment in community transformation?
An email from Chief Officer David Evans, sent on 21st May in response to a query, indicated that
there would be some new money for community NHS; that the Medium Term Financial Strategy
assumed what appeared from the email to be a £4.8 million investment in transformation over a
four year period. David Evans noted that there was no specific investment planned for primary care,
although progression of QIPP or disinvestment might provide opportunities for this.
The email was confusing, as it bears little obvious relationship to the 2018/19 Medium Term
Financial Plan, approved by the Board on 8th May. This shows that the 2018/19 community funding is
£2.5 million less than the amount allocated last year, and £3.3 million less than the amount
intended for the current financial year in the previous Medium Term Financial Plan.
There are cuts to primary care spending as well: a fall of £1.1 million from last year’s spend, and a
reduction of £1.7 million on plan.
It is not clear how David Evan’s investment plans in the Medium Term Financial Strategy are
reflected in the (much greater) spending cuts detailed in the Medium Term Financial Plan
published a few days earlier.
Again, it is effectively impossible for a member of the public to reconcile completely conflicting
pieces of information. And again, it seems very unlikely that there will be realistic investment in
community transformation.

Overall Conclusions
Does it matter that the money for community transformation has vanished? Yes.
The original Future Fit Models of Care report says this:
The concept of a ‘team around the practice’ is being developed to promote and
develop integrated active case management delivered by a networked
combination of community, mental health, social care and primary care
professionals… The development of ‘teams around the practice’ is seen as a high
priority by clinicians who recognise the need for significant investment of
resources for this to succeed and for adequate ‘community capacity’ to be
created.28 (our emphasis)
The local clinicians who designed the original Future Fit model were very clear about the need for
community investment.
The Models of Care report also notes (in reference to work of the NHS Confederation and the
Academy of Medical Royal Colleges):
Reconfiguration projects often report an inability to derive expected savings to
enable the necessary investment; short term costs have been realised in some
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projects but risks to financial stability and quality of care are linked and need to be
managed carefully.29
There can be no ready guarantees that Future Fit will release predicted cost savings to invest in new
community and primary care services. The chaotic financial modelling behind Future Fit makes the
release of funds even more uncertain. If the expected savings are not realised, then it will not be
possible to create the new services ‘closer to home’ that enable successful transformation. We are
left either with a system that cannot implement change – or with a system that slashes hospital care
but has little or nothing to put in its place, at great cost to patients.
The concerns are echoed by the Kings Fund: ‘proposals in STPs to reduce capacity in acute hospitals
will only be credible if there are coherent plans to provide alternatives in the community. This will
require additional investment in these services.’30 (our emphasis)
And compellingly, the careful KPMG review of Future Fit a year ago raised significant concerns:
However, it is currently not yet clear how the local health economy will execute
its community reconfiguration, nor how this will be funded, particularly in the
context of uncertain funding for Future Fit itself and an overall substantial deficit
for the health economy. Failure to deliver an effective and sustainable
community service for both urgent and nonurgent care will impact on the
viability of the acute reconfiguration covered by Future Fit.31
The PCBC of November 2017 of course makes that commitment to community reinvestment of an
overall 70% of the savings made from the acute setting, with the King’s Fund and Monitor cited as
the authorities for this being required. Decisions made since seem to over-ride this.
To progress acute reconfiguration in the absence of adequate funding for community
transformation carries a high level of risk. This is at odds with the original Future Fit model; at
odds with recognised acceptable practice; and at odds with a detailed review of Future Fit only a
year ago. It is a complete abdication of responsibility by our CCGs if they allow the proposed sharp
reductions in acute care and spending to proceed on this basis. It is an approach that will create
unmanageable pressures on primary care services, and that will leave patients at risk. This is
unsafe and unacceptable.
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FLAWED MODELLING
Activity modelling: an acute perspective
Future Fit assumes a significant reduction in demand for hospital services. The target is for a
reduction in emergency admissions of 5,054 a year. Further bed reductions will be achieved through
a 50% reduction in Delayed Transfers of Care and through reduced Length of Stay. The overall target
is for a reduction in ‘bed days’ by 35,738 and in the ‘bed base’ by 110 beds.32 All these strands are
dependent on adequate services being available in community and primary care settings.
Questions on the bed base have tended to be answered by loud shouts from Future Fit, CCG and
SaTH representatives of ‘THERE WILL BE MORE BEDS’. It appears that there will be, although the
PCBC numbers are confused by the inclusion of trolleys and reclining chairs. It is not possible from
published information to know final medical bed numbers, which is a particular area of concern.
The PCBC appears to show a decrease in medical beds; a spokesman for Future Fit has said there will
be more medical beds, but has been unable to explain where this is shown in the PCBC, or to explain
what proportion of them will be trolleys or chairs. A recently published FAQs response provides an
absolute masterclass in not quite answering a question, and the Future Fit Comms team is to be
congratulated. The number of medical beds remains unclear, and the proportion of those ‘beds’ that
will be trolleys or chairs is also unclear. The PCBC, though, is crystal clear (repeatedly) about that
reduction of 110 beds in the bed base. At no stage has that been disputed. Any increase in beds is
less than would be required through changes in demography. It is assumed within the PCBC that
the shortfall of 110 beds will be addressed through service changes in the community.
There is also assumed to be a reduced need for staff with Future Fit. At no stage have Future Fit
representatives been able to explain how a sharply reduced number of staff will be able to care
for patients in an increased number of beds. A comparison of the Future Fit plans with the most
recent staff numbers from the May 2018 SaTH Annual Report shows an overall reduction of 15% of
staff, 842 posts33. Within that, there is a reduction of nursing posts by 20%, 330 posts. The claim has
been that this is ‘misleading’, but there has been an inability by SaTH or Future Fit to publish current
workforce plans. Interestingly, despite the previous assertions that the numbers are misleading, the
newly revised FAQs does not deny those figures.
Even the PCBC – which Future Fit spokespeople have acknowledged to be out of date – shows the
loss of 360 jobs overall, including 108 nursing posts.
As with funding, the public has not been allowed to see accurate data – if indeed it exists. It is
indisputable, though, that Future Fit plans are for a sharply reduced number of staff; and, taking into
account demographic changes in a growing and ageing population, a 10% gap in the number of beds.
The data as published are clinically absurd. Fewer nurses cannot care for an increased number of
patients in an increased number of beds, however great the demographic gap, and irrespective of
whether those patients are in beds or on trolleys, on a ward or hidden away at the end of a corridor
somewhere. The model does not work.
The CQC has just identified grave risks to patient safety at SaTH. These risks reflected inadequate
bed numbers and inadequate staffing levels. Currently, the mind set of SaTH Consultants – at least
on social media – is that Future Fit is the only solution to this. The attitude is, ‘We must do
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something’. Changing the distribution of services between two hospital sites does not by itself
reduce demand, and reducing the bed base and reducing the number of staff will of course increase
patient risk. There is a tacit acknowledgement of this by SaTH, as it moves to end boarding and
increase bed numbers – but this surely invalidates the assumptions of the Future Fit model. Again,
the model does not work.
There is another issue. Struggling A&Es reflect problems with hospital-wide (and system-wide)
‘patient flow’. SaTH illustrates this over and over again. There are not enough beds. Patients are
‘boarded’ inappropriately. A&E cannot discharge. Arriving patients cannot be admitted to an A&E
that is already full. Ambulances stack up outside, and handover times shoot up. The system as a
whole grinds to a halt. A system focus on Delayed Transfers of Care (DTOCs) last year was helpful. It
reinforces that solutions lie in identifying ‘pinch points’, with targeted work, and investment where
necessary. The Future Fit plans to reduce the bed base and slash staff numbers will, without
question, increase the pressures on A&E services, irrespective of whether we have one or two
Emergency Departments. The model does not work.
It must surely be time for senior clinicians at SaTH and for our CCGs to stop and think through the
detail. ‘We’ve started so we’ll finish’ is not an adequate response. You have a shared responsibility
for patient safety and for the quality of local healthcare. If the Future Fit model creates risk, it is
utter nonsense to roll on and hope it can be sorted out later.

Activity modelling from the other side: A community perspective
The flipside of Future Fit modelling is the requirement that community and primary care services are
required to reduce acute demand by the level predicted within Future Fit.
If the evidence is not there that this is achievable, it is a gap in the Future Fit business case or the
Future Fit model. It is not good enough to say ‘We’re only consulting on acute changes’ – because
the successful transfer of care to community settings is effectively part of the acute model. There
is a critical interdependency.

Is that evidence there?
It is possible that this is achievable; it is also possible that it is not. The National Audit Office 2018
review of evidence and progress around reducing emergency admissions34 injects a spin-free and
necessary level of reality into sometimes overblown claims. There is broad agreement on the kinds
of approaches that may help to reduce emergency admissions; broad agreement too that this is the
right thing to do. The NAO, however, is ruthless in pointing out the lack of a convincing evidence
base for different approaches. We are told for example of NHS England’s analysis of the new care
models, and the conclusion that ‘these early outcome indicators of small local programmes are not
yet evidence of sustainable change’35.
Similarly, the evidence base for the efficacy of interventions to reduce emergency hospital admission
is noted by the NAO to be ‘poor’. A 2017 Nuffield Trust literature review reportedly found that ‘the
quality of the evidence of the effectiveness of interventions was mixed and while there was robust
evidence that some interventions led to improved care, for others the evidence was poor or
contradictory’36.
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The jury is therefore still out on what works and what doesn’t work, and why interventions to reduce
emergency admissions might work in one area, but fail in another.

Whose risk?
It is absolutely right that our CCGs are exploring and progressing out-of-hospital alternatives to
acute care. There are risks in a presumption of success. There are clear and obvious risks in
progressing acute sector staff and bed cuts before community alternatives are established. There
are still greater risks in progressing this ‘community transformation’ at the same time as the
implementation of substantial community NHS cuts, accompanied by cuts to public health and
social care spending.
‘Risk’ of course is ultimately borne by patients. The NAO report notes data on a sharp increase in
nationwide 30-day hospital readmission rates between 2012/13 and 2016/1737. This is suggestive of
inappropriate acute care and/or poor discharge planning. There is a danger of becoming transfixed
by opportunities for cost-cutting and consequently ignoring patient outcomes.
It is also worth noting that Shropshire is in the lowest quintile for emergency admissions; Telford
and Wrekin in the second lowest38. It is reasonable to assume that the local scope for reducing
emergency admissions is less than for areas with above average use of unplanned secondary care.

The Optimity report
Shropshire CCG’s ‘Optimity Report’39 illustrates the dangers, and in some respects is chilling. We are
told for example:
An elderly population are more likely to have complex health and care needs
associated with multiple comorbidities compared to the adult population. They are
consequently expensive to manage and treat under traditional models of care
designed for the general population and which rely disproportionately on
secondary care.40
‘Expensive to manage’? The driver for change here is not the need for care that is in the best
interests of older people. The overwhelming focus of the report is simply about reducing older
people’s use of secondary care to save money.
The Optimity Report also comments positively on the ‘Halsostaden’ model, the out-of-hospital
approach apparently already selected for Shropshire. Optimity notes that ‘The ambition is add ‘life
to years, not years to life.’’
It takes a moment or two to think about the implications of this. Adding life to years is a fine
objective. Supporting older people in living healthier or more fulfilled lives is of course a worthwhile
aim. Surely, though, this must be as well as – and not instead of – adding ‘years to life’. In a cashstrapped NHS, we risk sliding into quiet age discrimination: cheap and cheerful services for older
people; keep them in the community and well away from medical specialists; that way, they’ll cost a
good deal less. Paranoia? Not necessarily. A review for the Centre for Policy on Ageing found
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widespread evidence of age discrimination, including inequitable access to secondary and specialist
care, persisting across the NHS41.
The Optimity report is remarkable for what is left out. For example:
If we assume that a new model of out of hospital care can deliver a shift in population health (an
increase in healthier lives lived for the population of Shropshire) of five years, a saving of £19m £21.9m could be made in acute care from reductions in emergency, elective and day case admissions;
outpatient appointments; and A&E attendances.42
Hey, wow! An impressive amount of money can be saved! It will be saved IF something happens that
effectively reduces population age, in health terms, by five years across the board. HOW this might
be achieved is not made clear. We are told, too, that these are the gross savings, and ‘do not include
the investment that will be needed to deliver a new model of out of hospital care’. That may be
useful in a situation where there is no money for investment – but as a guide to successful service
change, the analysis offers next to nothing.

Did the modelling work last time around?
Future Fit regularly creates a sense of déjà vu. We’ve been here before. Initial Future Fit activity
modelling took place in 2014, with the production of Phase 1 and Phase 2 reports on estimated
reductions in demand for acute hospital care. The particular focus was on avoidance of acute
hospital admissions.
The work is described in detail in the December 2014 modelling report, with the work led by senior
clinicians in SaTH, the CCGs and Shropshire Community NHS Trust, and the modelling report
produced on behalf of Future Fit by Midlands and Lancashire CSU.
The report noted around 10,000 emergency admissions in 2012/13 associated with frailty or longterm conditions. (This is around 23% of emergency admissions). Phase 1 modelling suggested that by
2018/19, this sub-group of emergency admissions would fall by 8%. This would be a consequence of
improvements in primary care management and better use of community hospitals. Phase 2
modelling indicated that a further 24% reduction in this sub-group of admissions would take place,
again by 2018/19. This was to be achieved through greater integration of community and primary
care, and by reducing the prevalence of key risk factors giving rise to long-term conditions (e.g.
smoking, high cholesterol levels, high blood pressure).
The intended activity reductions were extremely ambitious. For the target group, emergency
admissions for cancer were predicted to fall by 22%, for example; for dementia, by 58%; for
circulatory disease, by a third. We know on the grapevine that some senior clinicians on the
workstream thought the assumptions were too ambitious, and tried to rein in the enthusiasm of the
Clinical Lead at the time.
If this modelling was correct – and Future Fit leaders were insistent that it was – then emergency
admissions for people with frailty or a long-term condition should have fallen by about a third by
this year, 2018/19. The reductions were not a consequence of acute hospital reconfiguration –
although the presumed reductions in acute activity fed into Future Fit planning for bed and staff
numbers. The reduced number of admissions was to take place through improvements to primary
care, community NHS services (including improved community hospital services), and improved
41
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public health. The out of hospital work should have been completed by now, and the avoidable
emergency admissions should have been steadily falling over recent years.
Did these activity reductions come about? Of course not.
The reasons are obvious – and haven’t gone away. The predictions were almost certainly overoptimistic in the first place. Local GPs do a heroic job, but would be the first to admit that they are
very stretched indeed. Community NHS funding has been steadily cut – a reduction in the income of
the Community NHS Trust by over 6% in 2 years. Community hospitals were under real threat late
last year, and their fate will be reviewed again this autumn. Last year’s agenda was to reduce costs
by closing community hospital beds, rural ‘DAART’ services, and rural Minor Injuries Units; we
assume these threats will resurface. And public health is under sustained assault as a result of
central government funding decisions. Shropshire CCG has had a troubled period in recent years,
with a series of Accountable Officers who fail one by one to reduce the deficit to the extent
demanded by NHS England. (If they had achieved their designated cuts targets, services would be
even more battered).
Conclusions? If Future Fit had been progressed in 2015, its success would have depended on these
improvements in community and primary care taking place and being successful. The communitybased work has not taken place, and our hospitals would – alarmingly - have been under even
greater pressure than they are now.

Will the modelling work this time around?
The target now is for a reduction in emergency admissions of 5,054, with further bed reductions to
be achieved through a 50% reduction in Delayed Transfers of Care and through reduced Length of
Stay. All these strands are dependent on adequate services being available in community settings to
meet local need. The overall target is for a reduction in ‘bed days’ by 35,738 and in the ‘bed base’ by
110 beds. 43
That target reduction of 5,054 is not trivial. The original 2014 modelling anticipated a reduction in
admissions of around 3200 a year. In November 2016, the objective – at the time still based on the
modelling assumptions behind Phase 1 and Phase 2 work – was to achieve 4,215 fewer emergency
admissions by 202144. That figure has now increased by close to 20%. Current targets are, in reality,
more ambitious than those queried by senior clinicians, some of them still involved in Future Fit,
back in 2014.
The basis of the modelling behind these numbers is unclear. The focus of the out of hospital work is
on assertions and assumptions, not evidence. We are told, for example, that ‘Systems benefits and
outcomes for the neighbourhood initiatives includes… supports the local ambition to the clear
ambition to work proactively to develop an integrated care navigation model going forward’45 [sic.].
This is not convincing.
It is worth noting that current Future Fit modelling predicts a greater fall in emergency admissions
than that predicted – and not achieved – in 2014-15. Our prediction, for what it is worth, is that
the modelled activity reductions will not be achieved this time either.
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Community resilience
We all want to live in supportive communities. That bit is easy.
The 2010 Marmot Review46 powerfully explored the social determinants of health and health
inequality, highlighting the impact of economic and social status, and – within that – factors
including housing, income, education, social isolation and disability. Marmot advocated action across
all the social determinants of health, including income, housing, and education, as well as
community. The case for change was driven both by a desire for social justice, and by an economic
need to reduce NHS and welfare spending by reducing inequality.
That was in 2010. That agenda of tackling health inequality through addressing socio-economic
inequality seems now to have been replaced with a kind of ‘Marmot-lite’; a focus on communities,
but with those central issues of income, housing and education quietly disappearing. Concepts of
social capital and community resilience are the new zeitgeist for health organisations and local
authorities in an era of austerity. The concepts are drawn from the social sciences and from disaster
relief theory; their application to health and wellbeing policy is still a new phenomenon. The
language is of neighbourhoods, communities, mapping assets, social prescribing and the like. The
context in which these new ideas are now being applied is one of cutbacks in spending on public
services.
These concepts, together with a prevention agenda, are dominant within the Neighbourhoods
models that are rather sketchily outlined in Future Fit plans (and that are of course not being
consulted on as part of Future Fit). The emphasis on community resilience is particularly strong in
Shropshire, with one key workstream entitled ‘Communities First, Service Second’.
The emphasis on volunteers very much reinforces the lack of ongoing funding for this process of
transformation in Shropshire. Foot47 has argued that these broader social approaches are not an
alternative to properly funded public services, She has also cautioned against an ‘asset-stripping
approach’ of using volunteers or community networks to substitute for services that are being
withdrawn or reduced, arguing that this is a route to people becoming disillusioned quickly48.
The challenge around the social capital and community resilience approach to healthcare
intervention is that the evidence base remains sketchy. There is a great deal of vision, but little peerreviewed research on the outcomes for health and wellbeing following intervention to build social
capital and community resilience. Where successful outcomes are described in the literature, these
are often anecdotal reports of localised small-scale projects. In some cases results are promising,
with reports of social value achieved that outweighs investment – but there is not yet a robust
evidence base for social capital approaches achieving health improvements on a large scale. It is not
safe to assume, on the basis of what we know in 2018, that a small investment in communities will
cover the gaps left by cost savings in health and social care in Shropshire and Telford and Wrekin.
1930s Britain was characterised by stronger communities and social networks than we have now,
but population health reflected social inequality, the lack of reliable healthcare, and the absence of
public health services and a welfare state.
This is an area of promise. Any approach that may lead to gains in health or wellbeing for individuals
or communities is of course worth pursuing. We support community resilience – but not as an act of
blind faith. This is also a very new area, and a very complex area. Methodological issues abound. In
46

Marmot, M (2010). The Marmot Review: Fair Society, Healthy Lives. 2010
Foot, J (2012). What makes us healthy? The asset approach in practice: evidence, action and evaluation
48
Foot, J (2012). Op.cit.
47

20

review after review, researchers highlight the unanswered questions and the need for further
research. To attempt transformation of a large part of community healthcare and social care before
that work is done must carry a level of risk. A leap of faith is taking place, on the basis of an evidence
base that remains restricted. David Oliver, former Older People’s Czar, commenting on strategies to
reduce hospital admission, argued that ‘we need evidence based policy rather than policy based
evidence‘49. The point is well made. Approaches based on community resilience and social capital
meet the needs of policy makers – so an approach that may be of future value is at times portrayed
as a panacea.
There are practical problems too around a dependence on volunteers to provide services to the
most vulnerable members of our communities, especially when they are taking on the management
of health needs. Paid employees can be told what hours they will work, and when they can take
their annual leave. Volunteers may not be able to offer the same level of reliability. Questions also
arise around arrangements for supervision and training, the management of clinical risk, and the
management of safeguarding. Clinicians are of course encouraged to recognise their boundaries and
act within their own sphere of competence; they operate within professional codes that reinforce
these behaviours. Volunteers may lack the knowledge, skills or training to consistently offer care on
a safe basis. The pool from which volunteers are drawn may well decrease as the pension age rises.
The issues are important, and require some more thought.
The voluntary organisations that are presumed to form the basis of resilient communities are
themselves suffering from financial cuts implemented by local government.
The risks inherent in this revised approach to community transformation are evident. Activity and
capacity modelling has been optimistic, so there may well be a shortfall in acute provision –
resulting in a still greater amount of demand to be met by primary and community services. Local
GPs are adamant that they are already working at capacity. The initial Community Fit model from
2014-15 was felt to require significant investment, but that has now gone. The radically different
‘Neighbourhoods’ work has a strong focus on building social capital and resilient communities –
and is doing so in the context of reduced spending on community healthcare, and an annual
recurrent reduction in spending on NHS services of £140 million. It may be that the new model will
create the positive transformation in individual and population health that is envisaged. It is at
least as likely that it will not.

Can the acute activity reductions and community transformation be delivered?
On the basis of published data, it is simply not possible for the public to know if there is any basis to
the modelling behind acute activity reductions and community absorption of this workload. We
note, however, that the plan is for a greater reduction of emergency admissions than was assumed
in the earlier modelling. It was this earlier work that was regarded as over-ambitious at the time, and
that has not been realised in practice.
We are not given an evidence base for current modelling. We do know the wider evidence for
population scale improvements in health is at best uneven, both around community resilience and
out-of-hospital service-based approaches.
Future Fit in its earlier form was intended to be a whole system approach. Its success still depends
on it being a whole system approach, providing integrated and seamless care across organisational
boundaries. There is no sign at all that this is the current direction of travel. The reduction of Future
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Fit to a choice between two mirror image acute options, and the imposed split between this and
every other facet of health and social care, is impossible to justify. It denies the public a meaningful
consultation. We are given only partial data about only one section of future health care provision.
The chances of community transformation delivering a reduction in demand on acute care? Not
particularly good. It is not only evidence that is lacking. There is no money either. There is also no
apparent will from SaTH, as the biggest provider organisation locally.
The consequences if this fails will be that we have too few acute beds and too few acute staff to
meet local health needs. Those who lose out will of course be patients.
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URGENT CARE CENTRES
A history of over-optimism
July 2014: Clinicians working in A&E estimate that 60% of current attendances at A&E could have
their needs met through the move of the walk-in centre to RSH. This would free up A&E staff to see
those patients that need more specialist and emergency care.50
September 2018: We know that around 6 out of every 10 people who currently attend our A&Es do
not actually need emergency care. They need urgent care. In the future, these people would be
treated at one of our 24-hour urgent care centres at either the Princess Royal Hospital or the Royal
Shrewsbury Hospital. In other words, they would be going to the same hospital as they do now for
their urgent care.51
In 2014, the estimate of 60% related to re-establishing a Walk-In Centre at Monkmoor, Shrewsbury
as an Urgent Care Centre. Clinicians and leaders at SaTH were 100% confident that the new UCC
would treat 60% of urgent and emergency care patients, and that this would go a long way to
relieving the pressure on the A&E at the Royal Shrewsbury. Clinicians at Shropshire CCG backed their
judgment and implemented the move. The UCC, run by Malling Health, opened in December 2014.
At no stage has attendance remotely approached the planned 60% of A&E attendances. Figures
(occasionally) reported in Board meetings have varied between 15% and 30%.
This is probably a good thing. The Royal College of Emergency Medicine would not regard 60% as
clinically appropriate or safe.
So what will change? SaTH has been unable to respond to questions for examples of UCCs
elsewhere in the country that successfully see 60% of patients. A senior representative of the
RCEM who we have spoken to has expressed strong concern over SaTH’s plans.

Other UCCs
There are recent examples, too, of UCCs that have created unacceptable levels of risk for patients. In
its June 2018 inspection report on the Urgent Care Centre at Stoke, the CQC rated the UCC as
‘inadequate’ and placed it in special measures52. The UCC was seeing 48% of A&E patients – well
above its own target of 30%; well above the level the RCEM would regard as safe – and well below
the 60% proposed in Future Fit.
Stoke staff did not always have the skills to assess or treat patients appropriately. Seriously ill
patients were – wrongly – accepted into UCC care. Only 78% of patients who required a transfer
back to the Emergency Department were transferred back within 60 minutes (against a target of
99%). Risk management and shared learning were poor. There was no clear structure for UCC staff
to work with hospital colleagues. This is a privately run UCC, with the service provided by a company
called Vocare.
The privately run UCC at King George Hospital in Ilford has also recently been placed in special
measures. Again, patients were put at risk. The provider’s clinical streaming protocol did not safely
assess, monitor or manage risks to patients. The service did not have the appropriate equipment to
support the streaming of patients effectively. The provider did not have appropriate systems in place
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to ensure that learning from significant events included relevant people and to ensure that feedback
from relevant persons was sought and acted upon.53
There is a more positive example – one that has been cited often as an example of success by Simon
Wright, Chief Executive of SaTH. In September 2016, councillors from Shropshire and Telford and
Wrekin visited the UCCs at Runcorn and Widnes. These are not privately run, and they do not seem
to have the governance issues identified at Stoke and Ilford. The report from the visit is a broadly
supportive one.
The (successful) UCCs at Runcorn and Widnes have contributed to reduced demand at the A&E, but
have not transformed the situation. The report states, ‘A&E attendance has reduced by 8% during
the time that the UCCS have been in operation. This is compared to the continued increase in A&E
attendance in other areas.’ Useful, but not transformative.

Conclusions on numbers
We do not believe that there is any realistic chance at all of UCCs at PRH and RSH safely diverting
60% of patients away from the Emergency Department. In the unlikely event that these percentages
were to be achieved, it would be at the cost of considerable risk to patients.
The Future Fit numbers seem to have been arrived at through retrospective identification of patients
who had a ‘risk to life and limb’, and deciding that the remainder ‘could potentially be seen and
treated by the Urgent Care Service’54. The FAQs page produced in the Future Fit consultation is more
definitive, with no suggestion of ‘potential’: ‘Around 4 out of 10 people who attend our A&Es do
need emergency care as they have a life or limb-threatening illness or injury’. A joint CCG response to
Labour Party questions on Urgent Care Centres noted ‘Based on SaTH’s data of A&E attendances, we
believe that, in the future, around 60-65% of patients who currently attend our A&Es would be able
to be treated at one of our 24-hour urgent care centres’55.
The ‘risk to life or limb’ requirement for Emergency Department attendance was not part of the
original Future Fit clinical model, but was added in March 2016. It is now very much an established
part of Future Fit. Entry to the Emergency Department (A&E) will be only by ambulance or if
transferred from one of the two UCCs.
This introduces a fundamental change to triage. UCCs, now to be re-branded as UTCs, are to be
GP-led. They are regarded by NHS England as ‘community and primary care facilities that provide
access to urgent care’56. Much Emergency Department triage is therefore to be carried out by
primary care staff in primary care facilities. Has this been risk-assessed?
From the perspective of containing demand, the ‘life and limb’ model is an attractive one. The
challenge is that it rests on the assumption that it is always readily apparent that a patient does or
does not have a life or limb threatening condition. We know from discussions with Emergency
Consultants that this is simply not the case. The King’s Fund points out that patients may well
require specialist assessment in A&E even if no treatment is required57. It is a distinction that local
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NHS leaders have skirted around. GPs and Emergency Consultants (or middle grade doctors working
under Emergency Consultant supervision) inevitably have different areas of skill and knowledge, and
their practice is characterised by different approaches to risk. In simplistic terms, Emergency
Consultants hear hoof beats and consider zebras, while GPs are more likely to assume horses. These
are different jobs, treating different populations.
A target of ‘60% will stay with the UCC’ may also lead to a culture in which the transfer of patients to
the Emergency Department is discouraged.
The Future Fit model creates an unacceptable level of risk. If our CCGs cannot demonstrate an
evidence base for the 60% to be treated at UCCs, and support for this approach from the expert
body RCEM, they should not be progressing Future Fit. Consultation material simply talks cheerily
about ‘patients would be safely and quickly seen in the right place by the right doctors, nurses and
other healthcare professionals’58. This does not begin to convey the extent of the change and the
level of clinical risk. It is fundamentally dishonest.

Privatisation?
Campaigners have of course asked if UCCs might be privately run. It is a matter of considerable
public concern.
On 3rd July, in a formal consultation event on Twitter, a Future Fit spokesman reported ‘There are no
plans to outsource the UCCs to a private provider. My personal view is that @sathNHS should run the
UCCS #futurefit’.
The response was in line with previous reassurances given by SaTH Chief Executive Simon Wright,
and in line with information given to members of the public at Future Fit consultation events. There
has been talk of ‘joined up working’ across the Emergency Department and the Urgent Care Centres,
with staff moving between settings, and a relatively high level of specialist medical support for UCC
decision making.
The position has changed. This is ultimately a CCG project. On 20th August, Shropshire CCG
Accountable Officer Simon Freeman gave new information to a Future Fit public meeting in Bishops
Castle. He said that the UCCs would now be called ‘Urgent Treatment Centres’ and that they would
have to go out to tender. This was new information, not shared with the public at any stage during
the previous history of Future Fit or during the current consultation. Irrespective of the reasons,
the public has been misled on the future provision of 60% of urgent and emergency care.
The likelihood is that the tender will be won – on cost grounds - by a private provider: by Care UK,
Vocare, Virgin or the like. This is not simply about ‘politics’ or ‘emotion’. It is about the loss of the
integrated model of urgent and emergency care that SaTH to which SaTH had publicly committed. A
fragmentation of urgent and emergency care across providers adds to existing concerns around
wider governance issues.

Governance and gaps in planning
We were approached by A&E staff a few years ago who had real concerns over the UCC at the Royal
Shrewsbury Hospital. They were worried about governance arrangements. They had a fear that
patients could ‘get lost’ in the system and experience unacceptable delay in a transfer from the UCC
to the A&E. They had concerns over the skill levels of nurses recruited to the UCC, and felt that the
58
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quality of service available depended on who was on duty that shift. (We shared those concerns
appropriately, but our impression was that we were not taken seriously). Interestingly, a
Healthwatch Shropshire ‘Enter and View’ visit identified very similar issues59.
When we raised our own concerns at Board level, we were told that governance of the UCC at RSH
was the responsibility of Malling Health. There seemed to be little or no oversight by the CCG or
SaTH, and no apparent interest in addressing weaknesses in service provision.
There is no evidence that lessons have been learned as we go into Future Fit.
The second Clinical Senate review60 identified significant gaps in work around UCCs, opening its
report with a key finding and specific recommendations. This was in November 2016:
KEY FINDING
The panel was of the view that the modelling work undertaken (CSU 2014; FF 2015/16; SaTH 2016)
was based on the former method of triage by the ambulance service and gave the numbers for those
calls classed as red 1. The current method the ambulance response programme (ARP) reduces the
number of calls formerly categorised as red 1, but significantly increases the calls classed as red 2,
which may require a blue light transfer to hospital. Further modelling may need to be undertaken to
ensure an accurate picture of future activity if they are to move to a single site ED for the county. The
panel was particularly concerned with regards to the provision for patients seen at the non EC UCC
in terms of what was in place to ensure safe stabilisation and transfer of patients to EC should the
need arise.
RECOMMENDATION 1
The Future Fit Programme should collaborate with the ambulance services to map out the non —EC
UCC functions, and patient pathways, there is also a need to further understand and update travel
and clinical activity modelling.
RECOMMENDATION 2
A Task and Finish group should be set up to work with emergency and non-emergency transport
providers to ensure transport alignment.
RECOMMENDATION 3
A clear narrative should be developed for 111 / GP out of hours and GP/ Community referrers to
differentiate the patients to each of the UCC.
RECOMMENDATION 4
A clear and consistent message should be developed in terms of the functions of the EC and in
particular UCC services in relation to the service specification, work force (skills and expertise) and
diagnostics available.
A November 2016 action plan established the steps to be taken by Future Fit in response. Deadlines
for the work were January 2017, and ‘Prior to OBC submission’.
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Around 22 months on, there is no evidence that this work has been completed. There is no detail
on UCCs, on transport and transfer arrangements, on the skills and expertise of their workforce,
on the availability of diagnostics, on patient pathways.
As informed members of the public, we have many outstanding queries. These have been raised by a
former NHS Consultant and a former A&E Sister, amongst others.
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What differences will there be in case mix between the standalone UCC and the co-located
UCC?
If none, how will the safety of very unwell patients at the standalone UCC be assured? There
will be a significant number of these. What level of emergency care will be available onsite
for a patient who deteriorates quickly? What are the transfer arrangements – WMAS or a
private provider? What will the level of expertise be of the paramedics/technicians/drivers
employed by the service? How promptly will the transfer be achieved in an emergency
situation? If WMAS is to be the provider of the transfer service, do they have capacity?
What is the estimated percentage of patients who will require transfer from the standalone
UCC to the Emergency Centre?
Is funding available for the increased demands on patient transport?
What arrangements will be put in place for good governance? Who will take responsibility
for this? What audit arrangements will be put in place? How will the arrangements differ if a
private provider is running the UCC?
What plans are in place to ensure an integrated urgent and emergency care service at the
acute hospital sites? How will communication, joint working, shared learning, exchange of
staff, skills and knowledge etc take place – whether in a privately run UCC, or one that is
provided by SaTH?
If the service is to be provided by SaTH, will local GPs have the capacity to provide the
service – given the existing pressures on primary care? Do our GPs wish to work at night and
at weekends in UCCs? Is the intention that SaTH employs dedicated GPs to this job role? For
what proportion of the time will GPs be available? What is the intended skills set of other
UCC staff, who will presumably take on the bulk of frontline work?
Clinically, what experience do GPs have in assessing and treating acutely unwell patients? Do
they – or other UCC staff – have the skills to manage critically ill patients who may present at
the standalone UCC?
Do GPs or nurses have the skills to treat a broken arm, or to identify and ensure appropriate
management of e.g. ligament damage or muscle tears that will not show up on X-ray? Which
organisation will take responsibility for litigation in the event of inappropriate or inadequate
treatment?
Is there an evidence base for the safety of Emergency Department triage to take place in a
primary care setting (the UTC)? This is a fundamental change.
NHS England has published a list of conditions that it believes may be appropriately
managed at an Urgent Treatment Centre61. Is this consistent with the 60% of A&E patients
assumed by SaTH to be appropriate for UCC care?
The PCBC comments ‘Ambulatory Emergency Care service would only be at the Emergency
Site but that does not mean patients with Ambulatory Care Sensitive conditions could not be
seen in the urgent care service at the Planned Care site’62. What does this mean in practice?

NHS England. Urgent Treatment Centres – FAQs to support implementation. 2017
PCBC V31. 8.5.1 Urgent Care
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How will the care of these patients differ? Will staff at the standalone UCC require an
enhanced level of skill to see these patients? Which patients with Ambulatory Care sensitive
conditions will require transfer?
These are significant concerns. Without evidence that a great deal more work and planning has
taken place, patients cannot be assured of the safety of Urgent Care Centres. Nor, for that matter,
can our CCG decision makers. Consultation is not meaningful unless the public has access to
complete and accurate information. The Future Fit model is not yet at a level of completeness
where public consultation can be meaningful.
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A SINGLE EMERGENCY DEPARTMENT
Consultation material suggests that this is a clear-cut and uncontentious issue. We have been told
repeatedly – in printed and online material – that Future Fit is about ‘improving hospital services’.
This is the tag line across almost all publicity material. The full Public Consultation document adds, of
a single Emergency Centre, ‘This would lead to faster diagnosis, earlier treatment and improved
clinical outcomes’63. Patients will have ‘full and immediate access to a variety of specialist doctors
and nurses’64 – rather than the staffing problems we have now. The Future Fit FAQs page insists a
single Emergency Department ‘would improve the recovery of our patients and lead to faster
diagnosis, earlier treatment and improved clinical outcomes’65. These are assertions. The provision of
an evidence base seems optional.
There is a widely held alternative view. The public, quite reasonably, sees this as the closure of one
of our two A&Es.

A&E Closure: The wrong model for a large area, and for a largely rural
area
The single fixed point in Future Fit, while almost every other aspect of the project has changed, is
that there must be a single Emergency Department. We have been told it will lead to better and
more specialist care, and that this is a necessary move to recruit Emergency Consultants.
The clinical arguments presented to the public have not always been accurate. For example, the
Future Fit website carries a blog, written by Dr Edwin Borman, Medical Director of SaTH, and two
senior doctors who have been Clinical Leads on the Future Fit project. Future Fit, The blog stated
that paramedics administer ‘clot busting drugs’ at home to seriously ill patients who live a long way
from hospital, enabling them to be treated sooner than patients who live close to the hospital66. We
are told, ‘This is particularly relevant for the county of Shropshire and beyond, where travel times and
distance can be significant’. The claim is untrue, and has been challenged by staff in the West
Midlands Ambulance Service as well as by members of Shropshire, Telford and Wrekin Defend Our
NHS. The administration of clot busting drugs to a stroke patient before diagnostic brain imaging
would be inappropriate and dangerous, and this is not part of a paramedic’s role. Despite repeated
calls for the claim to be withdrawn, the blog remains on the Future Fit website.
Similarly, an ‘evidence review’ by Dr Simon Walford, a former Board member of SaTH, made
available in the SaTH library and publicised more widely by SaTH’s Medical Director, includes quite
misleading information – including a confusion between Shropshire and Wales on a map, incorrect
information about journey distances to hospital in Shropshire, and a misrepresentation of local
ambulance response times for emergency calls67.
There remains overwhelming public opposition to the closure of either A&E (and to the downgrading
of either hospital, although it is less well understood that this is an intended consequence). A&E
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closure has been opposed by Telford and Wrekin Council, and by town and parish councils across
Shropshire, Telford and Wrekin.
There are legitimate reasons for this opposition. The area served by SaTH is 90% rural. This is a
vast geographical area, spanning more than 2000 square miles (three-and-a-half times the size of
Greater London, or equivalent to 19 Birminghams). Outside the two urban centres of Shrewsbury
and Telford, journey times to hospital are typically long. Shropshire is one of the most sparsely
populated counties of England, and Powys is the most sparsely populated area of Wales. Public
transport is close to non-existent in many of our rural areas. Road networks are poor. Broadband
provision is uneven, and even mobile phone signals are patchy and inconsistent. Rurality is a
major issue for a majority of the people who depend on services offered by SaTH. Although health
planners acknowledge rurality in passing, there is little evidence that it has been allowed to
influence a decision that had already been made at the time of the Call to Action event in
November 2013.
Some examples of the implications of a single Emergency Department in this area:


Oswestry is, in Shropshire terms, a major population centre: the third largest town in the
county after Telford and Shrewsbury. It has a population of around 17,000 people. The mean
distance across England from home to emergency care is 4.4 miles68. This is straight-line
distance. From central Oswestry, the straight-line distance to the Royal Shrewsbury Hospital
is just over 15 miles – about 3½ times the national average. If the A&E closes at Shrewsbury,
with emergency services centralised at Telford’s Princess Royal Hospital, the straight-line
distance for Oswestry residents increases to 24.9 miles – which is 5.7 times the national
average. Driving distance doubles, increasing from 16.7 miles to 33.1 miles. It is unsurprising
that there has been strong opposition in Oswestry and from Oswestry Town Councillors to
A&E closure. Journey distances for Oswestry are unexceptional for our area, and are
significantly exceeded by parts of South and South West Shropshire and by Powys.



SaTH has previously recognised the long ambulance transfer times from midwife-led
maternity units in Shropshire’s market towns to the Women’s and Children’s Centre in
Telford. Women are warned on the trust website that they would have to be transferred to
the Consultant-led unit at the Princess Royal Hospital in the event of problems occurring
while giving birth. The MLUs have been closed by SaTH for much of the last year, but the
information on transfer times remains. The estimated transfer times, from SaTH’s website,
are 68 minutes for Bridgnorth, 83 minutes for Ludlow, 87 minutes for Oswestry and 50
minutes for Shrewsbury. This is for the ambulance to arrive, load the patient, and make
the journey to the Princess Royal Hospital.



Similar times would of course apply for any emergency patient being transported by
ambulance from one of Shropshire’s market towns to a single Emergency Centre at Telford.
There are some particularly shocking examples. Previous Future Fit analysis of ambulance
data showed that over 50% of Powys patients with time critical conditions would face an
ambulance journey time of over an hour to reach a Telford-based Emergency Centre.
Currently, around 6% of these patients have a journey time exceeding an hour. In South
Shropshire, the percentage with travel times exceeding an hour would rise from 4% to 14%.
Ambulance response times and loading times would be additional to these journey times.
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Based on current ambulance performance, patients in more remote areas could easily face a
wait of two to three hours before reaching the Emergency Centre.


If the single Emergency Centre were to be at Shrewsbury, the so-called ‘Preferred Option’, a
majority of Telford residents would face a delay of around 50 minutes before reaching
emergency care. Telford is by a long way the largest population centre in the county. If the
A&E closes, this will be the largest town in the country without its own A&E. It is
extraordinarily hard to justify the loss of local emergency care for over 170,000 people.

Option 1 or Option 2, journey times will increase quite significantly for very many people.
Local health leaders have been dismissive of patient fears over increased journey times. They have
claimed repeatedly that centralising A&E care will result in better and more specialist care. The
example used most frequently has been stroke care - one of two services currently offered at
specialist units within the county. (The other is trauma care).

The evidence around time/distance to care
Emergency care
Care for some life threatening conditions has been transformed in recent years. For some cardiac
conditions, for strokes, and for major trauma, there is an evidence base that patient outcomes are
better if patients access specialist care. (This is a minority of patients typically accessing Emergency
Departments). For other conditions, access to emergency care is important, but specialist care much
less so. For example, for haemorrhage, poisoning, anaphylactic shock, acute asthma attack, choking,
or drowning, the key issue is speed, not specialism. This is an argument for bypassing the local A&E
when a patient will benefit from specialist care, but a very poor justification for closing down A&Es
(especially in rural areas).
A 2007 Sheffield University study69 is the most important piece of UK research on the relationship
between journey length and mortality. This largescale study looked at survival rates for patients with
life threatening conditions, relating this to the straight-line distance between home and hospital. For
patients travelling up to 10 km, the overall mortality rate was 5.8%. For those travelling 11 to 20 km,
7.7% died. For people travelling 21 km or more, 8.8% died. The ‘absolute risk’ of death increased by
around 1% for each additional 10 km travelled, but relative risk shows the pattern more clearly.
Overall, people who travelled more than 20 km to access treatment were 50% more likely to die
than those living close to the hospital. Those with acute respiratory conditions fared even worse,
and were around twice as likely to die if they had to travel the longer distance to access A&E.
More recent research confirms the pattern. A 2013 Japanese study70 looked at distance to hospital
for patients with acute heart attacks, strokes and pneumonia – a sub-set of the conditions examined
by the Sheffield study. The study found a strong correlation between transport distance and
mortality for acute heart attack and for ischaemic stroke; and a moderate correlation between
distance and mortality for pneumonia and for subarachnoid haemorrhage.
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A 2014 York University71 analysis of Swedish data compared survival rates from myocardial infarction
for people having to travel different distances to emergency care. The author concluded ‘The results
show a clear and gradually declining probability of surviving an acute myocardial infarction as
residential distance from an emergency room increases’. People travelling 50 to 60 km to emergency
care were 15% less likely to survive than those living close to the hospital. Most of the excess deaths
were of people dying on the way to hospital. The author noted an inherent bias in much medical
research, as studies typically look only at outcomes for people who arrive alive at hospital. Those
who die on the way are excluded. Most research also takes place in urban areas, with little research
on the impact on survival of rurality and/or long journey distance. The few studies that do exist
generally support the case that longer journeys to A&E result in higher rates of mortality.
There is evidence from the USA of Emergency Department closure72 having a strong ‘ripple effect’,
with mortality increasing by 5% for patients at neighbouring Emergency Departments that remained
open. Existing facilities can easily be overwhelmed by increased demand. A strong and growing body
of anecdotal UK evidence is of severe pressure on A&Es that remain following the closure of a
neighbouring unit.
It is access to emergency care that has featured most prominently in public concerns around Future
Fit. People are rightly concerned about the implications for themselves or their loved ones if their
access to life saving treatment is reduced. We have heard those concerns dismissed as ‘emotional’,
and as not really affecting people much because it is just about ambulance journeys. We reject this.
The fears are well-founded, and there is an evidence base for them.
And of course visitors play an important role in recovery, rehabilitation and reassurance of family
members or friends who are in hospital. Public transport is expensive, patchy, and – across much of
rural Shropshire and Powys – simply not there at all. The problems are not confined just to rural
areas. It is currently not possible to travel to the Royal Shrewsbury Hospital by public transport on a
Sunday, for example – even from Shrewsbury town centre.

Planned care
Future Fit does not just centralise emergency care. It also proposes the centralisation of planned
care, at the hospital that is not designated as the Emergency Centre. Under the ‘Preferred Option’,
Planned Care would be offered at Telford’s Princess Royal Hospital.
For planned care too, available evidence suggests that distance reduces access, and adversely affects
health outcomes. An important paper here is the 2016 systematic review73 of available evidence on
the association between differences in travel time/distance to healthcare services and patients’
health outcomes. (The study excluded emergency journeys and studies that included children).
A substantial 108 studies met the inclusion criteria. Of these, 77% of studies identified evidence of
a distance decay association, whereby patients living further away from healthcare facilities they
needed to attend had worse health outcomes (e.g. survival rates, length of stay in hospital and
non-attendance at follow-up) than those who lived closer.
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Not giving the whole picture
Part way through the consultation period, a new study was published74. This reviewed the closure of
five Emergency Departments between 2009 and 2011, and concluded there was no reliable evidence
of increased mortality.
The studies that confirm increased mortality associated with longer journey time/distance or with
A&E closure have not been publicised by Future Fit. This study, however, was. It was ‘tweeted’ by
local NHS leaders, and also features on the NHS Future Fit FAQs page:
A new study from the University of Sheffield has found that any negative effects
caused by an increase in journey time to an Emergency Department can be offset
by other factors. For example, if new specialised services are introduced or if the
care received at the now nearest hospital is more effective than that provided at
the hospital where the Emergency Department closed.
The summary from Future Fit is inaccurate. The research actually demonstrated that the case fatality
ratio for emergency conditions increased by 2.3% in the areas affected by A&E closures or
downgrades (p<0.001).
Reported deaths in Newark, one of the case studies, increased sharply in the years subsequent to
the two years post-closure looked at by the research team75.
In the BMJ review of the study, one of the co-authors, Jon Nicholl, is quoted as saying:
We didn’t find the better outcomes for patients that planners hoped to see from
closing these small departments. This means it isn’t clear that the disruption and
anxiety that can be caused by closing emergency departments is worthwhile.76
And in a comment on the article and the study, Emergency Physician David Mountain cautions:
Like many studies about system dynamics, policy and change people tend to only
see what they want to further their pre-determined policy position, preferred
options and agendas. This study in no way allows people to claim that there is no
mortality effect of closing A+Es.77
The Future Fit approach to consultation has been one of ‘spin’ and propaganda. This has not been
an agenda of sharing complex information with the public and supporting them in responding in an
informed way in the consultation process.

Stroke care
This is important for several reasons. There is an evidence base – originating in a 2010 reorganisation
of London’s stroke service – that, for stroke care, the disbenefits of slightly longer journeys to reach
emergency care are outweighed by the benefits of care in a specialist Stroke Unit. The reorganisation
of stroke care in London has led to reduced mortality and significantly better outcomes for patients.
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National (and international) moves towards stroke care being offered from specialist centres have
improved outcomes.
However, ‘time is brain’ in stroke care. There is a tension and a trade-off between time to treatment
and quality of treatment. Additionally, and importantly, quality of treatment does not automatically
improve following centralisation of care; and the mere act of moving services to a single site will not
by itself improve outcomes.
In 2013, SaTH’s stroke care was centralised at Telford. This was initially a short-term move in response
to staff shortages. SaTH quickly identified advantages:
1. The centralisation was justified on the basis that it had led to better outcomes for stroke
patients.
2. It was argued that recruitment of specialist staff would be much easier to a single stroke
service.
3. The claimed success of stroke service centralisation has been used as the model for the wider
centralisation of all acute services in Shropshire, Telford and Wrekin – i.e. for Future Fit.
There are problems on every count – although it is impossible for any member of the public to
know this from Future Fit material or the Future Fit consultation process. The gap between reality
and the claims is so stark, our view is that a deliberate choice may well have been made to give
incorrect information. This is particularly problematic given that Future Fit is itself meant to
include the formal consultation on the future of stroke care, with the long term ‘interim’ stroke
reorganisation intended to be made permanent.
The reality is that SaTH performs shockingly badly on key indicators for stroke care. Performance in
the year following centralisation deteriorated very sharply. It remains poor. The median time from
stroke onset to arrival at hospital is 4 hours 33 minutes – the 16th worst of 140 stroke units. The
median time to a head scan is 8 hours and 30 minutes – the 7th worst performing stroke unit
nationally.
These times matter, because gold standard ‘clot busting’ treatment must be given within 4 ½ hours
at the absolute outside – and most local patients are automatically ruled out because of the
excessive times to treatment. On many other key indicators, SaTH is performing very poorly indeed.
Mortality rates were high last year. Staffing difficulties have continued. The picture is a bleak one.
Our recent letter to CCGs on stroke care is included in Appendix 2. Sadly, Chairs and the Accountable
Officer and Chief Officer of our CCGs chose not to acknowledge this. We also sent the letter to Simon
Wright, Chief Executive of SaTH. His response confirmed that SaTH was already aware of the
concerns raised by us, and was working on them. We are also aware that the Executive and Board of
Shropshire CCG have had concerns over stroke care at SaTH for very many months.
However, the Future Fit PCBC says, under the heading ‘Learning from experience of
reconfiguration of services’, that ‘A single point of access for Acute Stroke patients was
implemented in 2013, which has led to improved clinical outcomes’. It is untrue that this led to
improved clinical outcomes – and senior staff in SaTH and our CCGs must have known this was
untrue.
In the Future Fit consultation document, the claim is made:
In response to staffing challenges during summer 2013, The Shrewsbury and
Telford Hospital NHS Trust acted promptly, with the support of both CCGs, to secure
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safe, dignified stroke services for our patients and communities. This included the
decision to bring together hyper-acute and acute stroke services to create one
stroke service at the Princess Royal Hospital in Telford. Here, patients are assessed
immediately by specialist medical stroke teams who have fast access to specialist
treatment, scans and tests.78
Except the prompt action led to worse stroke care, patients are not assessed immediately, and
access to scans (and therefore to treatment) is amongst the slowest in the country. It does not
seem to have occurred to SaTH or our CCGs that there is a problem in circulating consultation
material that is simply inaccurate. Even after this has been drawn to the attention of CCG leaders,
no attempt has been made to correct Future Fit claims about the benefits of centralisation that are
factually incorrect.
The Future Fit FAQs page reassuringly states that whatever the outcome of consultation, ‘stroke
rehabilitation services would continue to be provided at both hospital’ 79– except we learned recently
from staff members that stroke rehabilitation is no longer available at Shrewsbury. Again, the
consultation material is incorrect.
And in a very recent entry, the Future Fit FAQS page poses and answers the question ‘Can you tell us
about your current staffing difficulties in the Stroke Unit and what is their underlying cause?’ The
response is:
The workforce issues within the stroke unit are reflective of the Trust overall, which
is faced with recruitment difficulties for essential medical and nursing roles and a
heavy reliance on agency and temporary staff.
And here we have remarkable honesty – albeit sharply at odds with claims made by SaTH again
and again since 2013. Centralisation of stroke care has not resolved staffing difficulties within the
service. Those continue across the Trust. Yet we continue to hear, at every Future Fit consultation
event, the standard and repeated argument used to justify Future Fit – that the move to centralised
acute care has ended and will end recruitment and retention problems.
The clinical outcomes of stroke care centralisation are of course unacceptable. The apparently
dishonest representation of those outcomes is also unacceptable. Information that misleads the
public has been given both in the specific consultation on stroke care (as part of the Future Fit
consultation), and as part of the wider propaganda drive in support of the Future Fit model of
centralised care.

Ambulance provision
A move to a single Emergency Centre would of course increase the average journey for ambulances
responding to calls, and transporting those patients to emergency care.
Data from the West Midlands Ambulance Service show that travel times for patients from
Shropshire postcodes are ten to fifteen minutes less to the Royal Shrewsbury Hospital than to
Telford’s Princess Royal80. We would expect a similar pattern for Telford and Wrekin patients
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travelling to Shrewsbury. The increased journey time to hospital will be matched by an increased
average response time for the ambulance to reach the patient in the first place.
This gives an indication of the quite substantial impact on ambulance service productivity that we
can expect following centralisation of emergency care. With a significant average increase in time
spent per patient, fewer ambulances will be available to respond to 999 calls. Without additional
resources, it is hard to see how a service that is already struggling will be able to cope. It is not
difficult to understand that if ambulances are taking longer, on average, in responding to call outs,
there will be a likely need for more ambulances.
A senior officer of the West Midlands Ambulance Service told the Joint HOSC last month that there
was ‘no doubt’ that extra resources would be needed to deal with the planned changes to hospital
services under the Future Fit proposals81.
There is supposedly a ‘Travel and Transport Group’, initiated at the request of the Clinical Senate in
November 2016. Its work is either incomplete or has been withheld from the public, despite the
commitment it would be available before the end of public consultation.
There is no commitment from either CCG to additional funding for ambulance provision.
In rural areas of Shropshire, anecdotal evidence is of waits of 45 minutes to an hour being
commonplace for Category 1 and Category 2 calls. The idea of additional pressures on this service is
genuinely frightening.
The anticipated pressure on the ambulance service is an area of considerable public concern.
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A DIFFERENT VISION OF CHANGE
Dorset and Yeovil
Dorset and Yeovil. Two small hospitals. Both serving largely rural communities. Each of them smaller
than the Royal Shrewsbury Hospital or the Princess Royal Hospital. Not perfect – but doing OK. AS it
happens, doing much, much better than SaTH.
Dorset County Hospital is described on its website as ‘Our busy, modern hospital provides a full
range of district general services, including an accident and emergency department, and links with
satellite units in five community hospitals’.
Yeovil District Hospital focuses on its services: ‘We provide a full-range of clinical services – including
general medicine, cardiology, general surgery, orthopaedic surgery, trauma and paediatrics – with an
emphasis on enhanced recovery achieved through multi-disciplinary input and delivered through
laparoscopic-techniques, day-surgery procedures, and patient-enabling support. Yeovil also has a full
range of on-site diagnostics, including respiratory lab and bone densitometry.’
Both hospitals have an A&E. Both hospitals meet their A&E waiting times targets. A few months ago,
at a point when SaTH had four permanent A&E Consultants, Devon had seven A&E Consultants and
Yeovil also had seven A&E Consultants. Neither Dorset nor Yeovil has been slammed by the CQC.
Neither Dorset nor Yeovil has been served with an enforcement notice. As with almost every UK
hospital, they are under some pressure around finance and staffing, particularly nurse staffing – but
there is genuinely no sense here of hospitals in crisis.
These are hospitals that are broadly speaking managing well – and, by and large, doing better than
our local hospital trust. There are no plans to close either A&E or downgrade either hospital. The
distance between the two, by road is 20 miles; Google Maps estimates a journey time of 29 minutes.
This is not greatly different to the 18 miles and 23 minute journey between the Royal Shrewsbury
and the Princess Royal Hospitals.
Seemingly, small hospitals can survive, recruit, meet targets, and offer good clinical care. When SaTH
leaders insist that ‘We cannot stay as we are’, they are quite right. When they insist that Future Fit is
the only possible solution, they are as wrong as they could be. Dorset and Yeovil show that there are
other models.
So what are the differences? There are two obvious strands. One is a very different culture: a culture
in which staff are valued, respected, and feel supported by their senior management team (and
immediate managers). The other is a very different model of care – an approach that focuses on
integration with health partners, the localisation of care, and meeting peoples’ needs in the
community (at or close to home).

Culture
We looked at outcomes of the 2017 NHS Staff Survey82, and particularly at the ‘fluffy’ indicators that
are easily overlooked.
Key Finding 5 is ‘Recognition and value of staff by managers and the organisation’. For Dorset, this is
in the highest 20% nationally. For Yeovil, this is in the highest 20% nationally. For SaTH, it is worse
than average.

82

NHS Staff Survey Centre. 2017 Staff Survey Summary Reports. 2018

37

Key finding 6 is on ‘Percentage reporting good communication between senior management and
staff’. Dorset is average. Yeovil is above average. SaTH is below average.
Key finding 10 is on ‘Support from immediate managers’. Dorset is in the highest 20% nationally.
Yeovil is also in the highest 20% nationally. SaTH is average.
In those three key indicators around relationships between managers and staff, SaTH scores two
below averages and one average. In contrast, Dorset has two top 20%’s and one average; and Yeovil
has two top 20%’s and one above average. The management culture and leadership are different. It
is very likely that these factors influence retention. Because NHS trusts, like any other organisation,
acquire a ‘reputation’ for being a good or bad place to work, it is likely that the perceived absence of
supportive leadership also affects recruitment.

Models of care
SaTH’s vision is a narrow one, and discussions with SaTH Consultants on Twitter have been
profoundly depressing. There is no apparent vision of the profound changes that are required to take
place to meet changing population need. The focus from medical leaders is on SaTH recruiting more
doctors, and there is a very fixed belief that Future Fit will automatically resolve hospital recruitment
problems. There is very little evidence of this.
Acknowledgement of the need for improved community and primary care services is restricted to
the level of ‘The CCGs are working very hard on this’. Interest in integrated care is minimal – but with
some pushing can elicit statements such as ‘I'm hoping we will see signs of true integration soon’.
The focus from the SaTH Senior Management Team is on the perceived needs of the organisation –
and those are seen to lie in saving money by ending ‘duplication’ of services, and by ‘keeping
services in county’ or ‘keeping the Shropshire pound in Shropshire’.
This is not where we should be in 2018.
How about Dorset and Yeovil, as comparators?
Dorset County Hospital operates five satellite units in community hospitals. Those satellite units
appear to offer an impressive range of services. The Trust ‘profile’83 notes that ‘Our 3,000 staff work
in GP surgeries, schools, residential homes and people’s own homes as well as Dorset County Hospital
and the community hospitals.’ Although the organisation is an acute trust, the overall approach goes
far beyond a narrow focus on offering acute hospital care from acute hospital buildings. This is about
care that is taken out to where people are, rather than requiring people to travel to care.
Dorset County Hospital also works with other acute trusts. It is part of ‘Developing One NHS in
Dorset’, one of NHS England’s 50 ‘vanguard’ projects84. This is about three NHS acute trusts working
together in a systematic way. There is a development of clinical networks and teams across hospitals
– with the objective of offering faster and more equitable access to a consistent high standard of
care. The NHS England claim is ‘The aim is to ensure patients’ needs are placed before those of
organisations, while at the same time offering better value for money…'
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One significant advantage is that the collaborative approach means that there is a sharing of medical
staff between the trusts during periods of significant staff pressures at individual trusts85.
Yeovil District Hospital, like Devon, offers services from five community hospital sites. Most
significantly, leaders of Yeovil Hospital have a vision. The 2014 Five Year Strategic Plan’ outlined this:
We believe there is a new role for the rural district general hospital as leader of an
integrated care system working in partnership with primary care and other
providers. This will involve developing innovative solutions for improving services
in partnership with other organisations both within and outside the NHS while
continuing to deliver the highest quality of care to our patients. It is as part of an
integrated care system, where health and care providers plan and manage services
together, share expertise to proactively meet local health and care demands and
maximise the potential of every pound of funding through shared decision making
that we can ensure the future sustainability of services.86
The philosophy has been taken forward through the Symphony Programme, another NHS England
‘vanguard’. The Yeovil District Hospital website outlines the role of their Complex Care team within
the Symphony work:
The aim of the Complex Care team is to keep you in your home, for as long as
possible through integrating your care with all the agencies involved, and designing
a plan for your care, that has your wishes at the heart. 87
We are told that the team works with GPs (meeting regularly with 19 practices), with social care,
with other hospital teams, and with private care providers. It is a degree of integration that takes
enormous work and commitment – but it can deliver far better patient care.
Are we pretending that Devon County Hospital and Yeovil District Hospital are perfect
institutions? Of course not. But they have a culture of valuing and supporting their staff, and they
have a vision of providing care that is patient-oriented and that goes beyond the boundaries of the
individual organisation. SaTH could learn from this.

So what needs to happen locally?
Future Fit is no longer a whole system approach
Silo working doesn’t deliver 21st century healthcare.
Future Fit began as a whole system approach. There were originally three parallel ‘sub-groups’
developing the model: Acute and Episodic Care, Planned Care, and Long Term Conditions and Frailty.
The appendix to the 2014 clinical model88 shows the level of detailed discussion that went into early
planning of innovative community-based healthcare. The 2015 Future Fit summary pamphlets89
were developed specifically for public engagement events. The public was promised a network of
rural Urgent Care Centres, Community Hubs, a revitalised role for community hospitals, and Local
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Planned Care Centres for surgery that did not require general anaesthetic. The intention was that
70% of planned assessment, diagnosis and follow up activity would take place at local level.
Bill Gowans was Vice Chair of Shropshire CCG and Director of Transformational Change for the CCG.
He was the architect of Future Fit, and the 2014 clinical model reflected his vision. In a January 2015
statement, he described the Future Fit clinical model as:
…effectively a whole system plan which shows the way in which hospital services
in the future will be provided as part of a joined up health and social care system
across Shropshire, Telford & Wrekin and mid Wales.90
He argued that the Future Fit clinical model described ‘the changes in working practices which are
required to integrate care’. He described the detailed planning required, and outlined the scope of
the Future Fit vision:
To carefully describe how more care can be safely delivered in the community, in
people’s homes and what the exact role primary care has in this, for example the
role of GPs. There are other huge areas of work which must also be done to enable
the success of NHS Future Fit. We need to work on how we can make efforts to
prevent people from becoming unwell in the first place and getting long term
illnesses…
And he concluded by stressing the need for a ‘joined up, whole health care system plan’.
This was the model of Future Fit throughout 2014 and 2015. In the autumn of 2015, NHS England
rejected all short-listed Future Fit options as too costly. At this stage, Future Fit was replaced by
SaTH’s ‘Sustainable Services Programme’, and the Community Fit programme – formerly seen as an
essential part of the Future Fit approach – was abandoned. The two leaders of Future Fit left their
posts in late 2015.
A few months on, the introduction to SaTH’s Strategic Outline Case reported:
This Strategic Outline Case demonstrates that there are potential solutions which
address the Trust’s workforce challenges in A&E, Critical Care and Acute Medicine
by developing a single Emergency Centre, a single Critical Care Unit and a
Diagnostic and Treatment Centre with Urgent and Planned Care service provision
at both PRH and RSH.91
This marked a sea change in the local approach to healthcare transformation. Whole system
transformation was replaced by a plan that focused only on reconfiguration of SaTH’s services.
Some clinicians noticed and challenged this fundamental change of direction. For example, notes of
a Community Fit/Future Fit Reference Group of April 2016 record comments from local clinicians,
who were discussing the SaTH document:
‘Content with two hospital sites but general feeling has to be a health system
solution with primary and community need to be developed in parallel and not
behind. Better comms between the different strands as well as the public.’
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‘What isn’t in the SOC, community fit needs to catch up very quickly, interface
between these two will make it sink or swim.’
‘What was not mentioned, didn’t talk about overall vision of moving work out into
the community what resources needed to make this happen, with community fit, it
seems to have been forgotten’
Community Fit had not been ‘forgotten’. Rather, it had been abandoned. Future Fit became a
programme for the reconfiguration of SaTH services to meet the perceived organisational needs of
SaTH. The break in continuity was stark.

Whole system transformation is a necessity
We have an ageing population. Many older people will live with one or more long-term conditions.
They are not a ‘problem’. They are not ‘too expensive’. They are people, and they need high quality
health and social care.
One local story given to Defend Our NHS was of an elderly lady who had fallen, been admitted to
one of our acute hospitals, was discharged, fell again, and was re-admitted. The cycle had
repeated itself three times by the time we heard this account. The needs of that individual were
plainly not met.
Future Fit does not help that lady. Future Fit may well, by placing more pressure on the ambulance
service, beds, and staff, make her situation worse. The pressing concern for this lady and for many
others like her is to receive preventive care at a level that meets her needs; prompt and dignified
acute care when needed; and individualised community-based care – seamless health and social
care - at whatever level is needed following discharge from acute services. What she needs is joined
up care across preventive services, acute and community NHS services, and social care. She needs a
whole system approach; personalised, integrated care.
It is a little bit surprising to be inspired by NHS England, but here is an apt quote that illustrates the
absolute necessity of change:
The traditional divide between primary care, community services, and hospitals –
largely unaltered since the birth of the NHS – is increasingly a barrier to the
personalised and coordinated health services patients need. Long term conditions
are now a central task of the NHS; caring for these needs requires a partnership
with patients over the long term rather than providing single, unconnected
‘episodes’ of care. Increasingly we need to manage systems – networks of care –
not just organisations. Out-of-hospital care needs to become a much larger part of
what the NHS does. And services need to be integrated around the patient.92
Future Fit is not in line with the Five Year Forward View. It does not strengthen out-of-hospital
care, nor integrate care across organisations, nor place patient need at the heart of a changing
NHS. Future Fit also does not meet the Five Year Forward View requirements for ‘a radical upgrade
in prevention and public health’, with hard-hitting action on obesity, smoking and alcohol; nor for
patients to have greater control over their own care.93
And another quote, from the CQC this time:
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The NHS stands on a burning platform – the model of acute care that worked well
when the NHS was established is no longer capable of delivering the care that
today’s population needs… transformational change is possible, even in the most
challenging of circumstances – we have witnessed it, and seen the evidence that it
delivers improved care. As the boundaries between organisations and sectors
become increasingly porous, peer review and transparency will become ever more
important.
Prof. Sir Mike Richards94
Future Fit is not about transformational change. It sets in stone an outdated model of healthcare, in
which the organisational needs of a single acute sector organisation take priority (together with the
lion’s share of funding). Future Fit makes it harder to achieve changes in healthcare provision that
are becoming overdue.

A focus on community services
Bringing services together is not enough. Changing the model of care also means an increased focus
on community services (community NHS services, primary care, and social care). It means a focus on
prevention, and prevention also being integrated with every other strand of work. Prevention must
become an important part of NHS provision, especially given the funding constraints on local
authority public health spending.
The NHS Providers recent review of community services95 argues that funding has been insufficient
for many years; that there is a need for the strengthening and expansion of these services; and for
additional investment.
The King’s Fund makes a similar argument, calling for community-based care to be the central focus
of the system:
There needs to be a shift in focus across the health and care system as a whole,
from a system centred around hospitals to a system focused around communities
and community services defined in their broadest sense. The changes described
cannot be achieved by NHS community health services working in isolation – they
require general practice, social care, hospitals and others to work differently too.96
Does Future Fit in any way support that shift from a system centred around hospitals to a system
focused around communities and community services? Or a focus on prevention? The questions
do not even need answering. Future Fit is an outdated model. It is the wrong model.

Will Shropshire, Telford and Wrekin play catch-up on community services later on?
The separation of consultation on acute sector changes and consultation on community NHS
changes makes it impossible for the public to gain an overall picture of the NHS care we are heading
towards. By itself, this raises significant concerns regarding Future Fit consultation.
There will be some participants in previous Future Fit engagement events who are still waiting for
their rural Urgent Care Centres, the expansion of community hospitals, the development of Local
Planned Care Centres and so on. These were the promises.
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Those of us who follow the NHS more closely are concerned. We know that any moves towards ‘care
closer to home’ will take place with little or no investment, and in the context of larger community
cuts. The review of local finance earlier in this document highlights reduced CCG funding for
community NHS services. A striking figure on falls in community staffing emerges from a comparison
of the Shropshire Community NHS Trust Annual Report for 2016/1797 and the Annual Report98 for
2017/18. There is a reduction in the number of nursing, midwifery and health visiting staff from 665
to 529 – a fall of 22% in a single year. This does not bode well for a vibrant and expending
community sector, all set to take centre stage.
We know of the very limited scope of proposals for Out of Hospital Care shared to date by
Shropshire CCG. We know that a review of community hospitals and DAART is set to recommence
this autumn. We know that the ‘case for change’ identified last October was around service cuts,
and we know of the substantial savings in community spending sought by Shropshire CCG’s Financial
Recovery Plan.
We know too that Telford and Wrekin CCG’s projected spending on community services over the
coming years is a good deal less than the amounts projected in 2017/18.
The separation of acute and community consultation is wrong in principle – but there is also no
reason at all to suppose that either CCG will suddenly conjure up the funding for community
transformation to take place at any meaningful level. The Future Fit focus is not on communitybased services. It is not even on secondary care. It is on the buildings in which secondary care will be
offered, on the basis of reduced levels of care and fewer staff. This simply does not make sense.
Two further points:
The capital investment available for acute hospital buildings would be much better spent across
the system as a whole – on upgraded community hospital facilities, and on flexible modern health
centres in the areas not covered by community hospitals. This could allow for investment in
shared premises for primary and community care; for local integration with social care and
voluntary sector services; for local provision of secondary care services from SaTH; for changing
models of intermediate beds and care to avoid unnecessary acute hospital admissions.
In November 2017. SaTH believed that the debt repayments on the Future Fit capital loan were
affordable. Since then, SaTH’s financial situation has deteriorated sharply. In a situation where NHS
organisation and financing arrangements are set to change, the overwhelming likelihood is that the
approximate £11 million a year cost of SaTH’s capital loan will fall on the Local Health Economy as a
whole.

Best practice in acute care
As a small to medium sized Trust, SaTH is struggling – and unless it changes its model of care, it will
go on struggling. The reality is that ambitious young consultants are more likely to choose a career in
a city-centre teaching hospital. Moving from two DGH sites to one acute site and one planned care
site is remarkably unlikely to make any lasting difference to this.
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National thinking about the need for change in acute care has been on the table for some years now,
certainly since the Dalton Review99 of 2014 explored the potential for trusts to come together in
networks.
Monitor, in a study of smaller acute providers100, found that most were already seeking to work
collaboratively with other trusts:
Nearly all the providers we heard from told us that they are working with other providers in
partnerships or networks to:




address workforce shortages
ensure comprehensive service provision (particularly of specialist services)
achieve additional efficiencies
and/or develop integrated care. 101

To date, the extent of SaTH’s collaboration with other acute providers has been around single
service networks – standards-based membership models (e.g. the regional Trauma Network). SaTH
has also worked with other trusts when it reaches crisis point around individual fragile services, and
is seeking support (e.g. around emergency care, or neurology).
Defend Our NHS has argued for several years that SaTH would be well-advised to explore wider
collaborative models, either as part of a multi-service network or as part of a wider hospital group.
NHS England explores the different models and outcomes that have emerged from its vanguard
work102. Dorset and Yeovil are of course examples of this approach.
The potential advantages are significant. Particularly for smaller trusts, a collaborative approach
helps to create the ‘critical mass’ to sustain specialist services. Recruitment issues are potentially
reduced, as a network of trusts can offer more variety and challenge than a single smaller
organisation. Trusts can make more flexible use of a shared workforce, utilising staff across sites
where appropriate, and utilising staff to fill the gaps when a specialist leaves. There is scope too for
shared learning, for shared standards and governance arrangements, and for improved efficiency
through shared backroom functions.
There would be benefits here both for SaTH as an organisation and for the patients SaTH serves.
Systematic collaboration with other acute trusts is an approach sharply at odds with Future Fit,
and the Future Fit emphasis on ‘repatriation’ of services – but we strongly urge our CCGs to
encourage SaTH to explore networking models.
There is a further risk to SaTH’s future out there, as models of care change across the NHS. The move
to shifting care out of acute settings and into the community represents a potential threat to acute
hospital trusts. If the planned shift is successful, and if hospitals do not fundamentally change their
model of working, they will lose business over time and they will progressively fail. SaTH is already
facing financial crisis, and very obviously cannot afford any loss of income.
Monitor both identified the risk, and the solution being adopted by other smaller acute providers:
…the best response may be a re-design of the services they offer. In particular,
this may mean working differently with community providers to deliver better
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out-of-hospital care or even re-focusing their activities towards co-locating with
primary, community and social care alongside delivering lower risk urgent and
elective care. Most providers we spoke to had strategies that were intended to
provide more integrated care pathways or to increase the proportion of care
delivered closer to their patients’ homes.103
Again, Future Fit takes SaTH – and the Local Health Economy – in entirely the wrong direction. The
future lies not in retrenchment around a highly centralised model of secondary care – but in SaTH
embracing new models of care, and placing itself at the heart of a new integrated healthcare system.
If that requires encouragement from our CCGs, so be it. CCGs have a responsibility for the quality of
the care they commission.
There is no reason why this transformation cannot happen – but it is not consistent at all with the
Future Fit model of care.

Rurality
The two urban centres in SaTH’s catchment area are Telford and Shrewsbury. Between them, they
account for around 40% of the overall catchment populations for the two hospitals. The majority of
the population – about 60% - lives in an area defined as rural or in a ‘rural hub’ town. Around 90% of
the geographical area is rural.
The population density of Shropshire is 97 people per square kilometre (compared to an English
average of 413), making this one of the most sparsely populated local authority areas in England.
Powys, with its population density of 26 people per square kilometre, is the most sparsely populated
authority in Wales. Both Shropshire and Powys have populations much older than the national
average, with all the issues around health needs that follow from this. The older population is
increasing faster in Shropshire and Powys than most of the UK (a pattern typical of the UK’s rural
areas).104
People in Shropshire and Powys encounter the problems common to many rural areas: poor access
to essential services (including GP access), poor road networks, and exceptionally poor public
transport. Social exclusion is a very real issue. In surprisingly large parts of Shropshire and Powys,
broadband is poor or even non-existent, as are reliable mobile phone signals.
It is surely essential that a new healthcare system for Shropshire and Powys communities takes into
account that rurality, and ensures that the needs of rural communities are adequately met.

What are rural needs?
The national experts on emergency care are robust in their guidance on A&E closure in rural areas.
The current Royal College of Emergency Medicine guidance on the reconfiguration of emergency
services has this to say:
Increased transport times resulting from reconfiguration will have a
disproportionate effect in in rural areas and on vulnerable patient groups.
The likelihood of transportation difficulties will be higher in rural areas.
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Increased travel times are associated with worse outcomes for some patient
groups with time-critical illnesses.
In evidence to the Health Select Committee, the RCEM has cautioned against closing A&Es in rural
areas, arguing that any benefit is outweighed by longer journey times105. This is the expert view.
The Royal College of Emergency Medicine is not alone in believing that the needs of urban and rural
areas are different. Other work confirms the analysis.106 107 108 109
For example, a comprehensive 2014 review of rural healthcare needs notes:
Accessing services is the foundation of health. Distance from services and support
can have a great impact on rural health… In terms of getting timely services to
people and getting people to services across primary, community,
secondary/specialist and social care, access needs to be improved across the
spectrum, from emergency survival to the convenient delivery of routine services.
‘Access needs to be improved’ – yet the proposals for Shropshire and Telford and Wrekin will make
access for our majority rural population far, far worse.
A 2011 Welsh report, written to support the implementation of the Welsh Rural Health Plan,
highlights the current trend towards the centralisation of specialist services, and comments:
However, this centralisation of hospital services has a disproportionate disadvantage upon those
patients who live at a distance from their hospital.
One literature review of healthcare in rural areas comments:
The trend towards centralisation of hospital services pays too much attention to
the advantages of centralisation and not enough to the extent to which delays in
reaching hospital contribute to preventable death. More research is needed into
the wide variation in dead on arrival statistics seen at different hospitals, and in
the extent to which delays in reaching hospital contribute to preventable deaths.
While another describes the circular trend of centralisation reinforcing specialisation, which in turn
reinforces further centralisation, and states:
What is the impact of these trends on remote and rural communities?
There is an impact of centralisation and specialisation on access to care; services
are taken up less often or later. This negative impact is disproportionately felt by
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those people who have low incomes, poor access to transport, and by elderly and
disabled people.
A consensus emerges from the experts around the health needs of rural communities. There is a
widely recognised phenomenon known as ‘distance decay’. The further people have to travel to
access healthcare, the less likely they are to utilise that care – to the detriment of their health, and –
for some – with a very real risk to life.

Rurality is missing from Future Fit proposals – and is poorly understood by health
leaders
‘Rurality’ is mentioned in passing in current Future Fit proposals. We are told, in relation to
Shropshire, that ‘Issues for strategic planning for health and care to support the frail and elderly are
exacerbated by the rural nature of the county, which poses workforce, transport and cost
implications.’110 Powys is, quite rightly, progressing its own regional rural centres that are intended
to offer secondary care as well as more conventional community-based healthcare. For Shropshire’s
rural and relatively elderly population, the only solutions are around poorly defined Neighbourhood
models – which we know from the CCG’s initial Out-of-Hospital proposals to be unfunded. There is
no thought at all given in Future Fit proposals to rural access to acute and planned care. It is an
extraordinary omission.
A few months ago, there was discussion at a Shropshire CCG Board meeting of appointing a Clinical
Lead – a senior doctor who would help the CCG determine its strategic direction of travel in clinical
terms. A supporter of Defend Our NHS asked the Board to consider appointing someone with
knowledge or experience of healthcare provision to rural communities. The Accountable Officer
shrugged dismissively, and said the priority, as always, would be to ensure the most efficient use of
every pound. Rurality was firmly parked. There is a problem here, because the provision of services
to rural areas is typically more costly than in urban centres where economies of scale apply or staff
travel times are less. It is frightening that the needs of Shropshire’s rural communities are dismissed
so readily.
At an anecdotal level, health campaigners in Ludlow are well used to health leaders arriving late for
meetings, apologising, and explaining they hadn’t quite realised how far away Ludlow was. And
Ludlow of course is a bustling metropolis by comparison to the villages, hamlets and isolated
dwellings of much of Shropshire. Health leaders do not ‘get’ rurality.
Has Future Fit been rural proofed by our CCGs? We would welcome the evidence of this.

Then and now
In 2014 and 2015, community hospitals were to have an enhanced future, and the Future Fit
proposals included rural Urgent Care Centres, rural Community Hubs, and rural Local Planned Care
Centres. These were the components that were extensively covered in public engagement in 2014
and 2015.
These strands of healthcare have been removed from the 2018 Future Fit proposals. At no stage
have the omissions been highlighted to or explained to the public. These fundamental changes to
the healthcare planned for a majority of local people are not covered at all in consultation material.
It is an inadequate and misleading approach to consultation.
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There is of course an alternative model of care – one which fits beautifully with the agenda of
integration and a whole system approach. Community-based services can and should include
secondary care services wherever this is clinically appropriate. The adage of ‘localise where possible
and centralise where necessary’ fits well in our area. Other acute trusts manage this. Northumbria
has sought to turn community hospitals and health centres into ‘factories’ for diagnostics and
planned care provision – in recognition of the rural nature of its catchment area. Localised provision
of care is a feature of NHS England’s vanguard work.
Future Fit does not begin to meet the needs of the rural populations of Shropshire and Powys. The
centralisation of both acute and planned care of course reduces access to essential healthcare. A
clinically valid model of local NHS provision must address rural needs. We suggest that a good
starting point here would be to put back those strands that have gone: a secure future for
community hospitals, and the provision of Urgent Care Centres, Community Hubs and Local
Planned Care Centres in the market towns that are themselves ‘hubs’ for more dispersed rural
communities.

Poverty, Disability and Age, and Transport
Telford and Wrekin is an area of high social deprivation. Poverty is a very real issue. A 2017 Telford
and Wrekin Council report highlights the percentages of local people living in households with
income deprivation: 17.3% overall; 23.9% of children; 18.9% of older people.111
There is a little bit of a myth that Shropshire is stuffed full of rich people. It is a more prosperous
area than Telford and Wrekin – but Shropshire Council notes that Shropshire supports a low wage
economy, with workplace earnings significantly lower than national or regional averages. This arises
from Shropshire’s traditional reliance on jobs in low paid sectors, including agriculture, tourism and
food and drink.112
Rural poverty in Shropshire is a very real issue, and is exacerbated by isolation and poor access to
services and social and leisure opportunities.
A journey from Telford to the Royal Shrewsbury Hospital costs over £12 by public transport (over
£11 at off-peak times). A public transport journey from Ludlow to the Princess Royal Hospital is
around £25. These are very significant amounts of money for anyone on a low income, and may be
prohibitively expensive for people with regular health appointments or having to make regular visits
to a sick family member.
Public transport in Shropshire and Powys is woefully lacking, especially in rural areas.
Rates of disability and long term illness are above the national average in both areas. 18.2% of the
population of Telford and Wrekin has a disability113. 18.6% of the population of Shropshire has a
limiting long-term illness114. These people will find it harder to use public transport. People with
disabilities are also less likely to have access to their own transport, as are older people. A survey
conducted by one of our local patient groups115 found that older drivers may continue to use the car
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for short journeys but are less confident about longer journeys to a more distant hospital
appointment.
Shropshire CCG has tightened the criteria for access to Non-emergency Patient Transport. There are
voluntary and community car schemes, but their provision is patchy, and they are threatened by
stringent new licensing requirements.
Parking at both hospital sites is paid for, and has effectively become a tax on healthcare. Parking
access at both sites – particularly the Princess Royal – can be poor.
Transport is not a detail. Access to healthcare is already much, much poorer than it would be in a
city-centre area. Future Fit proposals will reduce that access quite markedly – with resultant worse
outcomes, especially for poor people, older people, and people with disabilities. Planning access to
care needs to be part and parcel of planning NHS provision. It is extraordinary that the Transport
work commissioned by our CCGs has not yet been completed or published. The Future Fit PCBC has
no solutions at all. The solutions in the Public Consultation Document are woefully inadequate, with
a focus on ‘sign posting’ to sources of information.
‘Some ideas around how we could reduce the impact of additional travel times’116 really offers
very little. The best solution here is surely not giving people bus timetables and information about
travel costs – but reducing travel times. This returns us to a model of care that looks very different
to Future Fit, with its focus on centralised care and reduced access. Patient need is for local
provision of care – healthcare that people can actually get to.

Telehealth and IT
There is one ‘idea about reducing the impact of additional travel time’ that is worthwhile and that
could make a great deal of difference – except as proposed, it is much too tentative and much too
limited. The suggestion in the Public Consultation Document is that Future Fit could ‘Explore
opportunities for telehealth and other technologies to virtually link the two hospital sites’117.
‘Telehealth’ is a broad term – but the technology to establish a simple video and voice link between
sites is well-established and affordable. This could and should be progressed. This alone would make
SaTH’s utilisation of its medical staff very much more effective, as well as improving patient access.
Why not, however, extend that communication to cover links between acute hospital sites and
community hospitals? Between acute sites and health centres? Between acute sites and GP
surgeries, ideally. Between the standalone UCC and the Emergency Department?
And if we succeed in recreating a model of care that meets local need, then video links with Local
Planned Care Centres and rural Urgent Care Centres become a priority. The CSU’s 2015 modelling
of planned care identified that the bulk of planned care would take place at Local Planned Care
Centres, as distinct from the central Diagnostic and Treatment Centre, and that 34,821 patient
contacts would take place virtually118. It is time to revisit that work.
There is another area of digital work that we believe is profoundly important. Integrated healthcare
cannot take place meaningfully without real-time sharing of data – most importantly, a single
116
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patient record. This is a prerequisite to delivering ‘joined up’ care. We do not underestimate the
difficulty of achieving this, given the disparate IT systems in existence in the NHS and social care
currently, but this really is an essential piece of work.
Way back in May 2014, these things were promised in the Future Fit Clinical Model119 - with the
development of integrated care records described as ‘the highest priority’. It is genuinely
extraordinary that almost 4 ½ years on, there is no meaningful progress to their achievement, no
project lead taking forward a shared patient record, and no designated funding.
Future Fit has identified capital funding for developing the infrastructure underpinning secondary
care. There is no clinically valid reason for the whole of that funding to be spent on new acute
hospital buildings. It is time to develop the wider NHS estate and infrastructure - with
considerable benefits for patients in terms of integrated care and much improved access to care.
We are more cautious about a ‘chips with everything’ approach to telehealth and telemedicine. We
also note that apps are no automatic substitute for skilled clinicians. There will be some superb apps
and solutions out there; there will be others that are ineffective. This is a rapidly changing and
developing area. There is a need for an overall digital strategy and careful clinical and IT evaluation
of costs and benefits – particularly important given the potential costs involved.

A time for choices
The current trajectory is that the local NHS blunders on, with an STP Board that is totally
dysfunctional, and with NHS organisations all fighting their own individual corners. Future Fit will
proceed. A great deal of money will be spent on new hospital buildings at Shrewsbury and Telford.
The financial crisis at SaTH will result in nursing, bed and service cuts deeper than those already
modelled, with consequently worse outcomes for patients. Staff who are initially attracted by the
promise of ‘We have been given £312 million’ will not necessarily stay, without a change in culture
and the development of a very different vision of patient care. Spending on community services will
continue to reduce. Spending on public health will become increasingly nugatory. An ageing
population with steadily increasing health needs will be left to get by with cheap and cheerful
community resilience schemes run by volunteers who do not recognise the boundaries of their
competency – sometimes working well, but potentially also causing harm. And GPs will be left to
struggle with the mess, in a chaotic NHS system.
There is an alternative. Along with almost every national NHS think tank and national NHS leader, we
believe that the NHS is underfunded – and we have no hesitation in calling for levels of healthcare
funding that are comparable with the spending levels of Germany, France and the Netherlands. We
are not being ‘party political’ about this. We would make this call of any government; we have
supporters across the political spectrum; and we recognise that ALL of us need decent healthcare,
irrespective of how we choose to vote at election time. We have real concerns, too, about the
nationally acknowledged crisis in social care.
BUT – and this is important – even within the context of inadequate funding – we can do so very
much better than Future Fit. We have been attacked by SaTH consultants for not putting forward a
detailed, worked up and fully costed alternative to Future Fit. It is absurd to expect members of the
public to do this, and it would be arrogant in the extreme for us to attempt it.
119
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What we CAN do – and what we are doing here – is to propose in broad terms an alternative clinical
model. It is a sharply different approach to current Future Fit proposals, although it has considerable
overlap with the initial Future Fit plans.
Our model is for an integrated health and care system, breaking with the secondary care bias of
Future Fit. It is for a hospital trust that puts itself at the heart of this integrated service provision;
and for a hospital trust that responds to financial, service and workforce pressures through
collaborative and networking approaches. (If it remains a question of SaTH against the rest of the
world, the likelihood is that SaTH will lose).
It is a model for accessible care. We support centralisation of specialist services when this is
evidence-based; we oppose it when it is about organisational convenience and cost-cutting but will
harm patients. We therefore support a future for BOTH our A&Es, and for BOTH of our hospitals to
continue as District General Hospitals offering acute and planned care. We wish to see Urgent Care
Centres run by the NHS and integrated with emergency care provision.
We call for the localisation of care in line with original Future Fit proposals, with care to be offered in
community settings wherever this is clinically appropriate. We want to see the use of ‘telehealth’ to
support this increased access. We strongly urge implementation of a single shared patient record –
because integrated healthcare provision is close to impossible without this. And we believe that
capital funding must be used intelligently to develop the infrastructure across the whole of the local
NHS – including investment in community-based buildings and the technology that would support a
‘whole system’ approach.
It is a model that would of course require some development time – but the work on infrastructure
and IT could start immediately. Proposals that built on existing community hospitals and community
services rather than getting rid of them would be likely to attract strong public support, particularly
in rural areas. Uncontentious and high priority strands of community-based work – such as targeted
case management of frail elderly people - could begin promptly. The detail of the overall model
would necessarily be developed ‘bottom up’ – by healthcare professionals and wider communities
working together. GPs and community clinicians would need to be at the heart of this work.
This is not opposition to change; a scenario of campaigners calling for ‘doing nothing’ and ‘leaving
things as they are’, and all the other things of which we have been accused. This is a proposal for a
model of care that attempts to respond to the needs of a changing population, and a model of care
that is in line with the current evidence base and current recognised best practice. With a strong
focus on accessibility, this is also a model that fits well in the context of communities where access
to healthcare is restricted by rurality, age, disability, and social deprivation.
For the record, we strongly disagree with Future Fit Option 1 and Future Fit Option 2.
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Appendix 1
Staffing levels

FUTURE FIT STAFF CUTS
The table below shows the average number of staff employed by hospital trust SaTH between 1st April and 31st
March 2018. It was approved by the SaTH Board on 25th May 2018. This is the most recent information on staff
numbers in the public domain, and will be very close to the current number of hospital staff.
The table is on page 48 of the Annual Report, which can be found at https://www.sath.nhs.uk/wp-content/
uploads/2018/05/03-Annual-Report-2017-18.pdf.

And the second table is from the Pre-Consultation Business Case (PCBC). This is the official document that
spells out the Future Fit plans, and that is the basis for public consultation. This is the Future Fit ‘bible’.

A quick comparison shows the scale of staff cuts intended under Future Fit—Option 1 or Option 2, though we’re
using Option 1 as an example.
TOTAL STAFF: Now 5,515. With Future Fit, 4673. This means 842 fewer whole time equivalent staff, a fall of 15%.
NURSING/MIDWIFERY: Now 1,638. With Future Fit, 1308. This means 330 fewer whole time equivalent nurses and
midwives, a fall of 20%.

Appendix 2
Letter on Stroke Care

Shropshire, Telford and Wrekin Defend Our NHS
22nd August 2018

Dr Jo Leahy, Chair of Telford and Wrekin CCG
David Evans, Chief Officer of Telford and Wrekin CCG
Dr Julian Povey, Chair of Shropshire CCG
Simon Freeman, Accountable Officer of Shropshire CCG
By email

Stroke Care at SaTH
Dear Jo, David, Julian and Simon
We are writing to you about acute stroke care at SaTH.


We have significant concerns about the standard of care, based on data from the Sentinel
National Audit Plan (SSNAP). Weaknesses in the current service will lead to sub-optimal
outcomes for patients.



We are particularly concerned that the claimed benefits arising from the current model of
acute stroke care in our area are misrepresented – and are being used in a misleading way to
justify the Future Fit model of centralising care for other emergency conditions.



We note that the future of the acute stroke service is itself formally a part of Future Fit
consultation, following its 2013 centralisation at PRH on an interim basis and without public
consultation. It is therefore genuinely important that the existing model of care is evaluated
in an open and transparent way – as part of the Future Fit consultation.



We wish to stress that nothing here is in any way a criticism of the doctors, nurses,
therapists and wider team who provide care for stroke patients at PRH. We also note some
real improvements in aspects of stroke care offered by SaTH, and areas of care that are
obviously good. Our concerns are around systems, not individual clinicians or support staff.

Some headlines from Shropshire, Telford and Wrekin
Comprehensive stroke data is collected annually in an audit of stroke services across England, Wales
and Northern Ireland: the Sentinel Stroke National Audit Programme (SSNAP). SSNAP data is in the
public domain, and is readily accessible online. The 2017/18 data has recently been released:


The median time from symptom onset to arrival at first hospital is, for PRH, 4 hours 33
minutes. This is the 16th worst time in England, Wales and Northern Ireland out of 140
routinely admitting stroke services. Admission to the PRH stroke unit is further delayed, with
a median time of 12 hours.



For PRH, the Upper Interquartile Range for time from symptom onset to arrival at first
hospital is 22 hours 52 minutes, meaning that 25% of patients arrive at hospital even later
than this. This is the 3rd worst out of 140 routinely admitting stroke services.



The median time from symptom onset to CT scan at PRH is 8 hours 12 minutes. This is the
7th worst out of 140 routinely admitting stroke units.



For PRH, the Upper Interquartile Range for time from symptom onset to CT scan is 28 hours
42 minutes, meaning that 25% of patients receive a head scan even later than this. Again,
this is the 3rd worst out of 140 routinely admitting stroke services.

Irrespective of the quality of treatment offered by the Stroke Unit at PRH, many patients are
plainly facing unacceptable delays in accessing the care they need.
Stroke mortality data for 2017/18 has not yet been published by SSNAP, but is available for 2016/17:


For 2016/17, the Standardised Mortality Ratio (SMR) for stroke was 1.28, consistent with 25
more patients dying than would be expected. SaTH ranked 121st out of the 135 routinely
admitting stroke units for which SMR was recorded1.



SSNAP mortality data is also available by CCG. For both our local CCGs, the PRH team is the
main provider of stroke care (although not the only provider). In 2016/17, Shropshire CCG
had an SMR of 1.25, with 17 more patients dying than would be expected. For Telford and
Wrekin, the SMR was 1.35, with 11 more patients dying than would be expected.

Do ‘time to hospital’ and ‘time to scan’ matter?
Without question, the answer is ‘Yes’. The UK-wide shift towards treating stroke patients in
specialist stroke centres has improved patient outcomes. However, there is a potential tension here
with the continuing expert acceptance, in the UK and internationally, that ‘time is brain’. Stroke is an
emergency condition, and rapid treatment both saves lives and leads to better outcomes for
individuals.
The most commonly occurring strokes are ‘ischaemic’; they are caused by a clot blocking the flow of
blood to part of the brain. A major change in treatment for ischaemic stroke has been the
increasingly routine introduction of thrombolysis – the administration of a clot busting drug to
unblock a blood vessel and restore the flow of blood to the brain. This has been a ‘game changer’ in
stroke treatment. Current NICE guidance2 is that administration of alteplase (the clot busting drug in
use) should take place ‘as early as possible within 4.5 hours of onset of stroke symptoms’.
Additionally, as this is the treatment for ischaemic stroke, alteplase can only be given after
‘intracranial haemorrhage has been excluded by appropriate imaging techniques’. For patients who
could benefit from thrombolysis, the NICE pathway (and the National Stroke Strategy) call for
‘immediate’ brain imaging. Immediate is defined as ‘ideally the next slot and definitely within 1 hour’.
The requirement for speed is not just because of the progressive damage caused by the stroke
itself. Speed is also required because thrombolysis must be offered within 4.5 hours of the onset
of stroke symptoms. The risks outweigh the benefits if it is delayed; hence the restriction of this
period to the 4.5 hours following stroke onset.
Locally, the median time to arrival at hospital is now 4 hours 33 minutes. By the time stroke
patients arrive at Princess Royal Hospital, 50% of those who might benefit from the best
treatment are already out of time. The median time for access to a CT head scan – an absolute
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requirement prior to the administration of alteplase – is 8 hours and 12 minutes. This underlines
that most PRH stroke patients who could benefit from thrombolysis will not be eligible for it.
In 2017/18, an overall 12.3% of local stroke patients (118 people) received thrombolysis. This is
slightly higher than the national average of 11.5%. Of patients who are eligible for thrombolysis,
SaTH is doing a genuinely good job of ensuring they receive it. However, that 118 patients given
thrombolysis contrasts with the 355 patients who were ruled out because they were outside the
time window. The percentage ruled out on the basis of time was, at 42.4%, higher than the national
percentage of 34%.
This is absolutely not saying ‘Everything the stroke unit does is rubbish’; in fact, quite the contrary.
It is noticeable from SSNAP data that PRH patients who are thrombolysed receive their scan and
their treatment promptly. However, there is genuinely no question that there are unacceptable
delays in many patients reaching hospital in the first place, and in the elapsed time to receiving a
CT scan after this. There can also be very little doubt that delays in treatment will be affecting
patient outcomes. These inherent delays put the stroke unit at PRH out of step with nationally
achieved time standards, and rule out the current gold standard treatment for a majority of local
stroke patients.
A more recent development in the treatment of ischaemic strokes is a technique called
‘thrombectomy’ – the mechanical removal of clots. The NHS has committed to significant investment
in expanding the provision of thrombectomy, which may well represent the next major advance in
stroke care. Currently a very small number of PRH stroke patients (seven in 2017/18) receive
thrombectomy; presumably at a neighbouring tertiary centre. NICE guidance is that thrombectomy
must take place within 6 hours of stroke onset and should be offered only after clot busting
treatment has failed. If most local stroke patients are out of time for thrombolysis, they will also by
definition be out of time for thrombectomy.
Gold standard stroke treatment has time boundaries3. The lengthy times for local stroke patients
to reach hospital, and to establish stroke type through a CT scan, mean that a majority of those
with an ischaemic stroke are excluded from the best treatments currently available.

The national approach to stroke care
You will of course know that UK-wide stroke care has improved hugely over recent years. Treatment
in specialist hyperacute and acute stroke units has improved outcomes significantly. The increased
use of thrombolysis (‘clot busting’ drug treatment) has been transformative. A growing recognition
of the need for prevention has reduced the number of strokes; increased public awareness of the
need to act quickly if they or a loved one has stroke symptoms has led to faster treatment; and
investment in community rehabilitation services post-stroke has also improved outcomes
significantly in some areas.
The most widely known reorganisation in the UK took place in London in 2010. The number of
hyperacute stroke units (HASUs) was reduced to eight, with a further 16 stroke units. Average
journey time to a HASU was 17 minutes, a few minutes more than a typical journey to A&E. The
model was constructed to give a maximum ambulance journey time of 30 minutes. Substantial
investment took place to establish the new service: PCTs collectively providing £20m per annum,
with the provision of an additional 400 nurses and around 100 more therapists. There has always
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been a recognition in London that a whole system approach to stroke care matters, and future steps
are seen as including a focus on those later post-acute stages of the stroke patient’s journey.4 5 6
The London reorganisation was a success. Mortality (and cost) reduced. Mortality rates are lower in
London than the rest of the UK. The overall national picture, too, has been one of a reducing number
of strokes, increased use of thrombolysis, and improved patient outcomes.

A recent history from Shropshire, Telford and Wrekin
There are perhaps dangers in thinking that a reduction in the number of stroke units worked in
London, so it will automatically work in a very different geographical area, with a different
demographic, without investment and with lower levels of funding, and in the absence of a whole
system approach.
You will know that SaTH centralised its acute stroke care in June 2013. There were at least three
reasons for this, recorded in the October 2013 report on the decision7:
1. The initial reason used publicly at the time of closure was that there were ‘short term
staffing challenges’.
Related to this was the view that:
Providing services from two smaller sites reduces the ability of the local NHS to
recruit and retain sufficient specialist workforce…8
2. A second reason, less well known, seems to have been poor access to specialist stroke beds
at Shrewsbury. We are told in the 2013 review:
The longer access times in April‐June mainly relate to capacity challenges at the
Royal Shrewsbury Hospital where some patients experienced extended periods
in non‐stroke wards before a specialist bed became available. During this time
they will have received specialist hospital care but not with the additional
benefits from accommodation in a dedicated stroke ward.
And that:
…returning to two site stroke services would also present some capacity
challenges [at RSH] 9
3. A third reason was the view of senior clinicians that stroke service centralisation would lead
to improved clinical outcomes:
There is a strong view amongst our clinical staff that moving to a single centre
of excellence for hyper‐acute and acute stroke services will create the
conditions for improved clinical outcomes for stroke patients through increased
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survival, and increased quality by reducing disability and shortening recovery
times.10
The October 2013 conclusion was that performance against stroke standards had been ‘maintained
with some improvements compared with the service at PRH during the previous six months’ and
‘significantly improved compared with the previous service at RSH’11. The 2013 decision of SaTH was
to extend the ‘temporary unification’ of the stroke units pending a medium-term review.
The medium-term review report went to the SaTH Board in February 2014.The decision reached was
for the acute stroke service to be continued in its centralised single-site form. The long-term vision
had become at this point a single site for hyperacute and acute stroke services, with the location of
this to be determined as part of the Future Fit reconfiguration proposals.
Again, it was assumed that centralisation of the service would resolve staffing problems:
Providing services from two smaller sites reduces the ability of the local NHS to
recruit and retain sufficient specialist workforce to develop and maintain a 7‐day
service. This has major implications for the capacity and resilience within the
workforce to cover periods of short term vacancies and other leave. The recent
short‐term workforce challenges that faced our stroke services are a further
indication of the potential benefits from moving to a single site service in the
longer term.12
And again, the SaTH Board was advised again that a centralised service had led and would continue
to lead to improved outcomes:
During this unification there has been clear evidence of improved performance
against key stroke indicators that provide a proxy for improved patient outcomes
(e.g. admission to specialist stroke unit within four hours of arrival, 90% of time
spent in acute stroke unit, access to CT)13
And, with the 2014 wording taken directly from the 2013 report:
There is a strong view amongst our clinical staff that moving to a single centre of
excellence for hyper‐acute and acute stroke services will create the conditions for
improved clinical outcomes for stroke patients through increased survival, and
increased quality by reducing disability and shortening recovery times.14
In summary, centralisation of the acute stroke service at PRH was partly a response to insufficient
staff and partly to support recruitment of specialist staff; it was partly a response to insufficient
specialist stroke beds at RSH, or to those beds being used by other acutely ill patients; it was partly
a decision based on the assumption by local clinicians that centralisation would lead to better
results for patients and that this would be measurable by proxy outcome indicators.
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And what has happened since June 2013?
Staffing
We are aware that staffing problems have continued in SaTH’s stroke service. These led to the
closure of the stroke rehab service at Shrewsbury in 2016. A SaTH consultant leading a Future Fit
Twitter event commented recently on staffing problems last year. It is clear that centralisation of the
acute stroke service has failed to provide a long-term solution to consultant-level staffing problems.
A reflection of senior staff availability is in the percentage of patients seen by a stroke consultant
within 24 hours. This is recorded by SSNAP, and before that by the SINAP audit. In the final quarter
of 2012, SaTH reported that 88% of PRH stroke patients saw a consultant or associate specialist
within 24 hours; for RSH, 83% of patients were able to access this specialist opinion.
In the first quarter following centralisation, the percentage seems to have dropped sharply. SSNAP
data shows that in the new centralised service, access to a consultant within 24 hours had fallen to
58%. Overall in 2013/14, the percentage was 58.1%.
In subsequent years, this increased slowly: 60.5%, 67.4% and 69.5%. In the last year (five years after
centralisation of the service), a more significant improvement has taken place, with assessment by a
consultant within 24 hours rising to 76.2% of patients. This remains below the levels precentralisation, and below the national average of 83.3%. This is one of the key indicators for
evaluating stroke care.
Compliance with therapy targets remains below average for OT, physiotherapy and speech and
language therapy. It may be that there are problems with recruitment or it may be that there are not
enough therapists employed. The gap is particularly stark for physiotherapy and for speech and
language therapy. For physiotherapy, compliance with national targets is met for 43.8% of patients
compared with 80.4% nationally. For speech and language therapy, compliance with national targets
is met for 23.7% of patients compared with 50.7% nationally. Again, these are key indicators.
The percentage of patients assessed by therapists has also fallen for each of these therapy services:


For OT, the percentage assessed within 24 hours was 37.8% in 2013, the year of
centralisation. In 2017/18, it was 28.3%.



For physiotherapy, the percentage assessed within 24 hours was 47.6% in 2013, the year of
centralisation. In 2017/18, it was 33.3%.



For speech and language therapy, the percentage assessed within 24 hours was 9.1% in
2013, the year of centralisation. In 2017/18, it was 6.5%.

In each case, the percentages are well below those achieved nationally. There is no evidence here
that staffing problems have ended as a result of moving from two stroke units to a single unit.

Beds
The 2013 and 2014 SaTH papers make it clear that centralisation was preceded by a period where
patients had poor access to specialist stroke beds at RSH. We assume that the 2013 decision to move
to a single stroke unit at PRH resolved this – but with the obvious disbenefit to Powys and many
Shropshire patients of travelling further for treatment.
Is there, however, a warning here for the future? Future Fit is intended to move to a single acute site
for all emergency care. Current plans are for the bed base to be reduced to 110 fewer beds than

6

would be required to accommodate demographic change15. Assumptions are of improved public
health leading to better population health, and of improved community services resulting in reduced
and shorter hospital admissions.
Unfortunately, investment in those out of hospital services is being replaced by cuts. The risk is an
obvious one: that Future Fit activity and capacity modelling will be proven incorrect, and that
planned bed and staff numbers will be insufficient.

An improved service?
The quite confident prediction made in the 2014 SaTH paper was that the single stroke unit would
lead to better outcomes for patients. These were to be measured by key stroke indicators, with the
examples cited being admission to specialist stroke unit within four hours of arrival, 90% of time
spent in acute stroke unit, and access to CT. These indicators are seen as a proxy for improved
patient outcomes.

Admission to specialist stroke unit within four hours of arrival
Unfortunately, SSNAP data shows a steady decline in performance. In 2013/14, the year of
centralisation, a genuinely impressive 82.8% of stroke patients were admitted to the stroke unit
within four hours of ‘clock start’. (Clock start is, for most patients, the time of arrival at the hospital).
In subsequent years, that percentage fell to 66.9%, 67.1%, 57.8% and in 2017/18 to 53.6%. SaTH’s
performance was well ahead of the national level in 2013/14. Now it is slightly behind.
Quite plainly, centralisation of the stroke service has not been associated with improvements in
the percentage of patients admitted to the stroke unit within that initial four hour period.

90% of time spent on acute stroke unit
The decline in performance here is slower, but nevertheless real. In 2013, the year the stroke service
was centralised, 94.2% of patients spent 90% or more of their time on the acute stroke unit. Since
2013/14, the percentage has dropped: 86.5%, 85.5%, 82.2%, and in 2017/18, 81.6%.
Centralisation has not been associated with any improvements to the percentage of patients
spending 90% of their time being cared for on the acute stroke unit.
Again, SaTH’s performance was well ahead of national norms in 2013/14. Now it is slightly behind.

Access to CT
The NICE recommendation is of course that patients who may be eligible for thrombolysis (or who
meet other indicators) receive a head scan ‘immediately’ - interpreted as within a maximum period
of an hour. The relevant key indicator is therefore the ‘percentage of patients scanned within 1 hour
of clock start’, where clock start is typically time of arrival at the hospital.
In 2013/14, the year the stroke service was centralised, 39.2% of patients received a CT scan within
an hour of clock start. This subsequently declined to 35.5%, 34.4%, rose to 37.5% in 2016/17, but fell
back to 33.5% in 2017/18. The national picture has been one of steady improvement, with the
national percentage now standing at 52.5%.
Local performance on this indicator has declined since centralisation of the service. There can be
no compelling claim that centralisation has led to more patients receiving a timely CT scan.
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Benefits of centralisation were short lived
The review reports of 2013 and 2014 give evidence supporting initial stronger performance following
centralisation of the stroke service. These included the three indicators outlined above, together
with the percentage receiving thrombolysis, the percentage receiving a CT scan within 24 hours of
arrival, and the percentage receiving a swallow screen within four hours.
The 2013 report covers data between 1st July and 13th October 2013, a period of close to 3½
months. This is consistent with an improving performance at the single stroke unit by comparison
with the separate units – during this brief period. The February 2014 report gives data for the first six
months following centralisation. For five out of six indicators, the six month performance was
worse than the 3½ month picture. Warning bells might reasonably have rung at that early stage.
For all six indicators, the 2014/15 performance was worse than the 2013/14 performance. For
some indicators, decline was marked – the percentage admitted to the stroke unit within 4 hours
falling from 82.8% to 66.9%, for example. Again, signs that something was going wrong seem to have
been overlooked.
And by 2017/18, evidence of performance improvements following centralisation of acute care has
melted away. One indicator, the percentage receiving a CT scan within 4 hours of arrival at hospital,
has improved by 0.4% since the initial October 2013 figures. By 2017/18, performance for each of
the other five indicators is worse than October 2013.
Of those five indicators: for three of them, 2017/18 performance is worse than both the stroke
units, PRH and RSH, before centralisation. For the remaining two, performance is worse than the
PRH stroke unit before centralisation.
We have no reason to disbelieve SaTH’s 2013 and 2014 reports – but the evidence now is that
gains from centralisation were not maintained. Rather, scrutiny of the data suggests that gains
were illusory, and lasted for no more than a few months. The picture that emerges is one of worse
performance on key indicators following the centralisation of the stroke service.
SaTH has argued that these proxy measures of outcome demonstrate an improved service. The data
simply does not support this case.

Overall performance
The arguments for centralisation are typically about travelling a little further to get fast access to the
right care in the right place. This is where the long delays from onset of symptoms to arrival at
hospital and head scan are so concerning. Even after arrival at hospital, the percentage of patients
admitted to the stroke unit within 4 hours of clock start is far below pre-centralisation levels. And
the percentage of patients spending 90% of their time on the stroke unit has slowly but steadily
declined.
It is of course possible to look through SSNAP data and find areas of genuine improvement. Swallow
screens and assessments improved markedly in 2017/18, although remaining below the national
performance. This is an extraordinarily important measure, as an unsafe swallow can lead to
aspiration pneumonia. It is really pleasing that SaTH has targeted this. Therapy assessment within 24
hours is poor, but assessment within 72 hours has improved across all therapy services (and is ahead
of the national average for speech and language therapy assessment within 72 hours). Percentage of
patients assessed within 24 hours by a nurse with stroke training has been consistently high. There
are improvements in the fantastically important aspects of care that can too easily be dismissed as
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‘the fluffy stuff’: the continence plans, the mood and cognition screening, the joint health and social
care plans, and the patients who are discharged with a named person they can contact. For these
broader areas, improvements have in some areas been simply stunning. There is a sense of a
welcome move towards a multidisciplinary service.
And for thrombolysis, the local percentage of patients receiving this gold standard treatment is just
slightly ahead of the national percentage (although remaining less that SaTH reported as an outcome
of stroke service centralisation in 2013). The difference to the national picture, however, is the
startlingly high number of patients ruled out because they fall outside the time window for
treatment. Unless the shockingly long times from onset of symptoms to arrival at hospital can be
resolved, the scope for improving patient outcomes will necessarily be limited.
Appendix II shows SSNAP data summarising quarterly stroke unit performance, broken down by
CCG. This shows a stroke service that is bumping along with ‘Ds’ and ‘Es’. It is also apparent from the
summary that the overall service deteriorated in the final quarter of 2014 and early 2015, despite
the claimed benefits arising from centralisation of SaTH’s acute stroke service in June 2013.

A CCG response to problems within the stroke service?
The stroke unit at PRH is currently performing poorly against many national outcomes, including
those key indicators that SaTH regards as ‘proxy outcomes’ when measuring the quality of care.
There is no evidence that centralising the service has resulted in improved access to specialist care.
Staffing issues do not appear to have been resolved by centralisation. The time from onset of
symptoms to arrival at hospital is one of the worst in the country, as is the time from onset of
symptoms to the head scan that necessarily precedes effective treatment. Last year’s mortality rate
was concerning.
It is genuinely urgent that those issues are investigated and addressed – by SaTH of course, but also
by CCGs as commissioners of both the stroke service and the ambulance service. Is there poor
patient awareness of when to dial 999? (The percentage of local stroke patients arriving by
ambulance has fallen over the last four years, and is well below national norms). Are local
ambulance response times acceptable? Historically they have not been16. Anecdotally, we know of
course of unacceptable response times, especially in those rural areas where older populations are
likely to mean higher rates of stroke. Has additional funding for ambulance services been identified
in Future Fit plans, given the additional pressure that will be placed on the ambulance service? What
are the current journey times for stroke patients? Can these be accommodated safely within a single
stroke unit service?
Are there additional problems at PRH, that may be causing delay to head scans and to stroke unit
admission? Are stroke patients held in ambulances stacked up outside A&E, for example? What is
the pathway for walk in patients, arriving via their own or a relative’s transport? SSNAP data shows
almost 30% of stroke patients do not arrive by ambulance. Their signs and symptoms may not be
‘barn door’. What are their waits for triage, and for medical assessment? Will Future Fit provide for
prompt transfer from a UCC to the Emergency Centre and stroke unit?
We know a CT scanner was out of action last year. Did this impact on the stroke service? Is there
now the diagnostic capacity in the system to ensure patients do not suffer worse care from planned
or unplanned equipment maintenance? Why is there a falling percentage of patients spending 90%
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of their time in the stroke unit? Does the stroke unit have sufficient capacity, in terms of beds and
staff, to provide high quality care to the number of patients needing it?
What steps are being taken to ensure the staff and the pathways are in place for stroke patients to
receive the right assessment and treatment without the current delays that seem to be built into the
system?
It is plain that this is a struggling service. We are not currently arguing for a return to two stroke
units – but we are calling for a recognition that centralisation at a single site has not brought the
promised benefits; for a serious look at the reasons behind this; and for urgent steps to be taken
to improve patient care and patient outcomes.
Does centralisation of stroke care work in rural areas? The evidence base for centralisation of stroke
care at a reduced number of HASUs is a largely metropolitan one. Allen et al17 acknowledge the
differential effects of centralisation in urban and rural areas, and the competing priorities that arise
from this. They comment that (negative) impacts of reconfiguration fall disproportionately on more
rural populations. There is a case for further research, and for a careful national review of any
relationship between rurality, travel time and distance, and stroke outcomes.
There is also a case for exploring approaches to mitigation – which might be, for example,
investment in emergency transport and/or a sharp focus on achieving improved ‘door to treatment’
times on arrival at hospital and in stroke units. Longer term, and with investment, there are the
‘more radical’ solutions suggested by Allen et al of mobile diagnosis and treatment; or perhaps of
telemedicine linking local facilities with a hyperacute stroke unit remotely. These things are
possibilities for the future.
What we do know, from the experience of SaTH’s stroke service, is that moving an emergency
service from a two-site model to a one-site model is neither an automatic route to resolving staff
shortages nor to a better service for patients.

And what of Future Fit?
In 2013 and 2014, SaTH’s clinicians made a strong clinical case for the centralisation of acute stroke
care. They reported apparent evidence of improved performance, and made confident predictions
that this would be maintained. In the event, service improvements lasted no more than a few
months. There is a far more compelling picture of a decline in many key areas of stroke service
performance following centralisation to a single site.
This uncomfortable reality has not been allowed to get in the way of a false narrative. In Shropshire,
Telford and Wrekin, it is now an accepted common-sense position that centralisation of acute stroke
care resulted in better patient care and improved patient outcomes. This is a ‘fact’ that has been
repeated on countless occasions without challenge, and a ‘fact’ that is routinely used in support of
the Future Fit model of centralised emergency and acute care.
Hence the Future Fit Pre-Consultation Business Case states, ‘A single point of access for Acute Stroke
patients was implemented in 2013, which has led to improved clinical outcomes’18. This is of course
not correct.
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The Future Fit Consultation document19 has the best part of a page devoted to stroke care:

This is simply dishonest. ‘Here, patients are assessed immediately by specialist medical stroke teams
who have fast access to specialist treatment, scans and tests’. No. This is what we would all like to
see happening – but in fact there are exceptionally long delays built into the current stroke service
that prevent a majority of patients from accessing specialist treatment and scans in a timely way.
We are told, too, that ‘we are able to provide a safer service on one hospital site than we could if
acute stroke care was split over two sites’. The data does not back up this assertion.
There is nothing new about the claims of an improved service arising from the local move from two
stroke units to one. A February 2016 blog is entitled ‘Future Fit – travel time versus outcomes. A
new blog post on NHS Future Fit looks at whether it is better to live closer to a hospital, or to have
a hospital that may be further away but better equipped to deal with problems.’ The blog
continues to be available on the Future Fit website, and elsewhere on the internet. Unsurprisingly,
the blog – written by Dr Stephen James, Dr Edwin Borman and Dr Mike Innes, three ‘senior medical
experts involved in the Future Fit programme’, concludes that travelling further for specialist care
delivers better outcomes (not just for stroke but more generally).
We are told – again in relation to all services - that ‘In the vast majority of circumstances, any
adverse change in travel time will be outweighed by an improvement in the quality of care that a
patient receives on arrival…. Further evidence from within the county comes from the temporary
unification of the Trust’s stroke units’.
The blog includes a detailed footnote on the stroke unit ‘evidence’:
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The assertions here are untrue. It is surprising that one of the authors, as Medical Director of SaTH,
was apparently unaware of this. It is absolutely not the case that in early 2016 SaTH had ‘greatly
reduced the time from onset of stroke symptoms to accessing specialist assessments and treatment’.
The claim of increasing thrombolysis rates from 7% to 13% is unfounded. Prior to centralisation, the
7% thrombolysis rate applied at RSH, but 13% of PRH patients received thrombolysis. The claimed
13% thrombolysis rate post-centralisation will have applied for only a very small number of months.
In the year that the centralisation of the service took place, 2013/14, the thrombolysis rate was not
13%, but 11.5%. The following year, the thrombolysis rate fell to 9.5%, rising to 12.1% in 2015/16.
The national average cited here is also wrong.
There is a strong sense of playing fast and loose with data to justify a case for wider service
reconfiguration. This is disappointing.
We are told too that ‘we haven’t identified any missed opportunities to treat related to increased
travel time to the unified service’. One wonders how carefully these were looked for. Centralisation
took place during 2013/14, and it took a little while to embed the changes. The median time from
onset of symptoms to arrival at the stroke unit was 6 hours 15 minutes. By the following year, when
the centralised service was well established, the median time had increased to 8 hours and 57
minutes. It has continued to increase. Whatever the reasons, the elapsed time to reach the site
where specialist care was available increased by a staggering 2 hours 42 minutes in the year
following implementation. With time increases of this magnitude, it is really quite unlikely that some
patients were not ruled out of thrombolysis because of increased travel time, and therefore lost
their opportunity for gold standard treatment.
There is a final assertion in the blog that caused real anger at the time it appeared, and that led to
strong calls for the blog to be corrected or taken down. A senior paramedic also complained about
the content. The anger arose from the following claim:
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This gives an entirely misleading impression. Discussion in meetings confirmed that this example
related to stroke care. The suggestion is made here, by the people who were at the time the three
most senior doctors working on Future Fit, that stroke patients who lived a long way away from
emergency care were at an advantage by comparison with those living closer. How? The paramedic
could apparently give them clot busting drugs at home.
Paramedics do no such thing. It would of course be potentially life threatening for stroke patients to
receive clot busting drugs prior to a head scan. At some entirely unknown point in the future, mobile
CT scanner technology with remote specialist interpretation may be introduced to WMAS
ambulances – but we are currently very, very far removed from this cutting edge technology. The
blog was quite widely circulated, and apparently sought to give false reassurance to rural patients by
providing them with clinically incorrect information. We were unable to have this blog corrected or
removed, despite appeals to the SaTH Chief Executive and the Senior Responsible Officer for Future
Fit.

Final thoughts
For a small number of life threatening conditions – stroke, major trauma, and some cardiac
conditions – there is a clear evidence base in support not just of emergency care but of specialist
care. The benefits to patients appear to apply even when there are slightly longer journeys to reach
that specialist care20.
For most life-threatening conditions, however, it is time to emergency care – rather than specialism
– that determines patient outcome. Even if centralisation of acute stroke care had led to clear
patient benefits locally, this would be a poor argument in favour of moving to a single Emergency
Centre for other conditions.
As it happens, the local stroke service has deteriorated in many respects since centralisation in 2013.
The ‘proxy outcomes’ seen by SaTH as a success are in fact poor. We are therefore dealing with a
double problem in discussions about acute stroke care and its relation to Future Fit. Firstly, a
startlingly incorrect account of acute stroke service outcomes is given – and the public is being
misled. This is unacceptable, given that the future of acute stroke care is itself part of the Future Fit
consultation. Secondly, that incorrect account is being used – with little or no clinical foundation – in
an attempt to strengthen support for wider Future Fit reconfiguration plans. Again, the public is
being misled.
We are very close now to the end of the Future Fit public consultation. Even at this late stage,
though, our CCGs have the opportunity to take some steps to correct misleading information. We
ask you to issue a public correction to the parts of the Pre-Consultation Business Case and
consultation documents that make incorrect statements about the outcomes of centralising stroke
care locally. We also ask you to remove the misleading blog from the Future Fit website, and to
request that other sites that host a copy of this do the same – again making a public statement that
you have done so, and publicly correcting the incorrect statements made in the blog.
You will know of the expectation that the information supplied to the public during statutory public
consultation is accurate and complete. On stroke care, we do not believe this is currently the case.
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Our CCGs of course have an important opportunity to take a long hard look at how local stroke care
can be improved – and from a patient safety perspective, we strongly appeal to you to do this. You
also have an opportunity to ensure that the Future Fit coverage of stroke unit centralisation and its
outcomes is both correct and used in a clinically appropriate way. This too is important.
Many thanks
Gill George
Chair, Shropshire, Telford and Wrekin Defend Our NHS
Julia Evans
Secretary, Shropshire, Telford and Wrekin Defend Our NHS

cc

Councillor Karen Calder, Chair of HOSC, Shropshire Council
Councillor Andy Burford, Chair of HOSC, Telford and Wrekin Council
Jane Randall-Smith, Chief Officer, Healthwatch Shropshire
Shobha Asar-Paul, Managing Director, Healthwatch Telford and Wrekin
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Appendices
I

Onset to arrival time and thrombolysis rate. From The London Stroke Model, 2017. Op. cit.

II

Annual CCG results 2014 to 2017. From SSNAP data
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Appendix I
Onset of stroke to arrival time and thrombolysis rate
From London Stroke Programme

Appendix II
Performance summary by CCG
(SSNAP data)

